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EFFECTS UPON VIRGINIA OF THE MEDICAL PROVISIONS 
IN THE FEDERAL SOCIAL SECURITY ACT.* 


I. C. Rrecen, M. D.., 


State Health 


Commissioner, 


Richmond, Va. 


The Social Security Act approved by President 
Roosevelt on August 14, 1935, sets forth the pur- 
pose of the act as follows: 

“To provide for the general welfare by es- 
tablishing a system of Federal old-age benefits, 
and by enabling the several States to make more 
adequate provision for aged persons, dependent 
and crippled children, maternal and child wel- 
fare, public health, and the administration of 
their unemployment laws; to establish a So- 
cial Security board, to raise revenue, and for 
other purposes.”’ 

For the administration of the provisions of the 
Act relating to old-age assistance, unemployment 
compensation, and aid to dependent children and 
the blind, the Act created a Social Security Board. 
The Children’s Bureau of the Department of Labor 
is charged with the responsibility for administration 
of grants for maternal and child-health services, 
care of crippled children and child-welfare services; 
the Office of Education of the Department of the 
Interior will supervise Federal aid for vocational 
rehabilitation, and the United States Public Health 
Service will administer the grants to the States for 
aid in establishing and maintaining State and local 
health services. 

Without a doubt, every feature of the Social Se- 
curity Act will have, either directly or indirectly, 
some relation to the public health. Certainly the 
greater feeling of economic security to be experi- 
enced by the wage earner and the person looking 
forward to old age should contribute in some meas- 
ure to better mental health; and relief from want 





~ *Read before the Virginia Conference of Social Work 
at Roanoke, Va., March 20, 1936. 






and deprivation in childhood certainly should les- 
sen, to some extent at least, the hazards of disease 
resulting from faulty nutrition and lack of medical 
care. 

However, at this time it will be possible to deal 
only with those phases of the Act that are to be 
administered in this State by the Virginia State 
Health Department. They are as follows: 

1. Under Title V of the Act which deals with 
Maternal and Child Welfare. 

2. Under Title V of the Act which deals with 
the care of Crippled Children. 

(Both of these sections are administered by 
the Children’s Bureau of the Department of 
Labor. ) 

3. Under Title VI of the Act which has to do 
with establishing and maintaining State and local 
health service and to be administered by the United 
State Public Health Service. 

Both titles V and VI provide for Federal subsidies 
to States and territories in varying amounts and 
under varying conditions. Virginia shall, of course, 
receive her share of these funds for the various 
purposes specified. 

Before discussing the actual operation of these 
phases of the Act in this State it should be pointed 
out and emphasized that the Social Security Act 
does not appropriate any funds; it simply authorizes 
Congress to appropriate in any one year amounts 
not to exceed the sums set forth in the Act. How- 
ever, there appears to be every reason to believe that 


the Congress looked upon the Social Security Act 
as permanent legislation, and therefore it seems 
reasonable to assume that the appropriations author- 
ized in the Act for Public Health, Maternal and 
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Child Welfare and Crippled Children will. be forth- 
coming for years if not permanently. 

Appropriations have already been made from 
February 1, 1936 to the end of the current fiscal 
year and, I believe, are assured for the next fiscal 
year; that is, until June 30, 1937. 

Pusiic HEALTH Work. Under this title, among 
other things, authority is granted for: 

1. “An annual appropriation of not to ex- 
ceed $8,000,000 for the purpose of assisting 
States, counties and health districts and other 
political subdivisions of the States in the es- 
tablishment and maintenance of adequate health 
services, including the training of personnel for 
State and local health work.” 

Responsibility for the allotment of this $8,000,000 
is placed on the Surgeon-General of the United 
States Public Health Service. He has made his 
allocations on the following major factors: 

1. The relationship of the population to the 
total population of the United States—or on a per 
capita basis. 

2. The financial needs of certain States, or the 
inability of the States to meet their health problems 
without financial assistance. 

3. Special health problems imposing unusual 
burdens on certain States. 

4. Funds for training public health personnel. 

The Surgeon General of the Public Health Serv- 
ice laid before the Annual Conference of State and 
Territorial Health Officers heid in Washington last 
year (1935) a suggested program for administering 
the available funds. The program as adopted and 
approved by the Surgeon-General contained the fol- 
lowing most important recommendations: 

1. That to receive funds, a State must have a 
health department that met certain minimum stand- 
ards. 

2. Grants in aid to existing State or local proj- 
ects should be supplemental to funds now being 
expended and in no case should be used to replace 
existing State or local appropriations to such proj- 
ects for the purpose of relieving State or local 
authorities from expenditures now being made. 

3. The available funds shall be for the follow- 
ing purposes: 

(a) Aid to State or territorial health de- 
partments for strengthening the service divi- 
sions and in providing adequate facilities es- 
pecially for the promotion and administrative 
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guidance of full-time city, county and dis’ ‘ict 
health services. 

(b) Aid through State and territorial he ith 
departments for the development of city, co nty 
and district health departments. 

(c) Training of public health personn 

The Conference at the same time prepared and 
recommended a standard of technical qualificat ons 
for public health personnel; recommended the 
setting aside of a special sum to be distributed 
among the States for the training of personne! as 
part of the allotment to each State, and suggested 
a procedure for the establishment of regional train- 
ing centres for short courses to meet immediate per- 
sonnel needs, etc. 

These rules, regulations and provisions have fitted 
in excellently with the public health program which 
the State Health Department of Virginia has been 
carrying on for years. 

The Virginia State Health Department can far 
more than meet the minimum standards of the regu- 
lations for the organization of a State Health De- 
partment. 

For some time the policy of the State Health 
Department has been to administer all public health 
services in this State through local health depart- 
ments, the various bureaus of the State Health De- 
partments simply rendering technical advisory serv- 
ice. Due to many factors these local health services 
were slow to develop. In July, 1934, there were 
thirteen counties under full-time local health serv- 


- = 


ice and now there are thirty-nine counties receiving 
this service, and all these counties make very sub- 
stantial appropriations. This increase was made 
possible by funds made available through the United 
States Public Health Service in November, 1934, 
but discontinued June 30, 1935. Now, with ad- 
ditional funds available under the Social Security 
Act, not only will additional counties receive this 
service but, what we consider even more important, 
existing local services will be materially strengthened 
to give the people more nearly adequate health 
service. 

The training of personnel is also particularly im- 
portant, as no organization is better than its per- 
sonnel. We have medical health officers, public 
health nurses, sanitary engineers and sanitation 
officers all leaving for one or the other of the previ- 
ously mentioned regional training schools early next 
week. 
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\Vith these available funds it is also hoped to 
st.cengthen certain bureaus of the State Health De- 
partment and also perhaps to undertake important 
public health services that heretofore have been 
neglected due to lack of available funds. 

it is our purpose in this State to use this newly- 
available money, carefully and judiciously, care- 
fully and soundly planning our programs, taking 
our time and not over-enthusiastically rushing in 
and building a top-heavy organization. We wish 
to build permanently and soundly so we can increase 
public health service in the State until some time in 
the future at least 75 per cent of the rural popula- 
tion of the State are receiving adequate local full- 
time health service. We realize that certain coun- 
ties will probably never be able to support this lo- 
cal health service and that some other arrangements 
will have to be made for them. 

MATERNAL AND CHILD WELFARE. 
pose of enabling each State to extend and improve, 


‘For the pur- 


as far as practicable under the conditions in each 
State, services for promoting the health of mothers 
and children, particularly in rural areas and in 
areas suffering from severe economic distress” an 
annual appropriation of $3,800,000 has been made. 

Funds appropriated are to be used for payment of 
one-half the cost of the plan of the State Health 
Department for maternal and child-health activities. 
To each State is made a flat allotment, plus an ap- 
portionment on the basis of the ratio of live births 
of the State to the total live births of the United 
States. These two apportionments must be matched 
by State funds. In addition, an unmatched allot- 
ment may be made according to the financial need 
of the State in carrying out its plan. 

Before approval can be given by the Children’s 
Bureau, State plans must fulfill certain require- 
ments. ‘The most important of these requirements 
are as follows: 

1. Provision for extension and improvement of 
local maternal and child-health services. 

2. Provision for cooperation with medical, nurs- 
ing and welfare groups and organizations. 

3. Provision for development of demonstration 
services in needy areas and among groups in special 
need. 

In this State we feel this plan should be one of 
health education, health services and investigations 
based on understanding and cooperation among all 








> 
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groups interested in the health and welfare of 
mothers and children. 


It will be administered by the Bureau of Child 
Health of the State Health Department, and will 
comprehend the following fundamentals: 

1. It will be a long-range plan over a period of 
years. It is not an emergency measure. 

2. It must secure and hold the cooperation of 
the medical, dental and nursing professions, and 
welfare agencies and of various lay organizations 
that are involved in the whole health program. 

3. Emphasis will be placed on securing minimal 
health services particularly in rural areas and in 
localities lacking adequate health facilities, and in 
the development of State and local programs for 
education of professional and lay groups in the 
fundamentals of adequate maternal and child care. 

The Virginia plan has been carefully worked out 
and while I have not time to describe it in detail 
here, I may say it should be of great benefit to the 
mothers and children particularly in the rural areas. 
Wherever possible, it will be worked through local 
health services, although a State-wide, continuous 
educational campaign shall be included. 

Tangible results will undoubtedly be difficult to 
demonstrate at first, but the plan is laid for future 
development as well as current needs; and over a 
period of years will show, I am sure, marked results 
as measured by reduced infant and maternal mor- 
tality rates and the well-being of mothers and chil- 
dren. 

CRIPPLED CHILDREN. Services for crippled chil- 
dren are to be carried out by the State Health De- 
partment with funds made available through the 
Children’s Bureau and must be matched dollar for 
dollar by State funds. 

This program differs from the plans previously 
described in that it is not essentially a program for 
the prevention of disease but is frankly a program 
for the medical care and follow-up of crippled chil- 
dren. In Virginia these additional available funds 
will simply allow us to extend and expand the or- 
thopedic work already in operation. 

it will include: 

1. Diagnostic clinics carefully organized and 
conducted by competent personnel approved by the 
Virginia Medical Society. 

2. Immediate follow-up from diagnostic clinics 
in providing hospitalization in approved hospitals. 
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3. Follow-up and after care in the homes to 
insure continuance of the work begun in the hos- 
pital. 

4. Cooperation with the State Board of Educa- 
tion in vocational rehabilitation so that correlation 
of their work with the additional services may en- 
able training and education to go hand in hand with 
physical restoration. 

Prevention of crippling, of course, cannot be over- 
emphasized. Investigation of the causes of crip- 
pling and constructive measures to prevent, control 
or eliminate these causes will be an integral part of 
the program. 

Wherever possible the plan will be worked through 
the local health services as only here can adequate 
follow-up be secured. However, the plan will be 
State-wide and some follow-up provided in every 
section of the State. 

The plan will be worked out in cooperation with 
the State Medical Society and the Medical Schools 
of the State, for, as previously stated, it has some 
curative aspects. Cooperation of nursing, welfare 
and educational groups and organizations must also 
be secured to insure the success of any such plan. 

This plan, it is hoped, will reduce the prevalence 
of crippled children in our State and permit the 
others to live more comfortable, happy and more 
nearly normal lives. 

* * * * 


It should be readily apparent that it will take 
some time to have all these plans and programs 
functioning in this State and will take a still longer 
time for them to function with their optimum effect 
on the health of our citizens. There is no doubt, 


however, that increased public health services n 
general and increased maternal and child wel! 
service throughout the State will in time make >r 
greater longevity and reduced rates from cert: in 
preventable deaths. The extension of orthope: ic 
service will be a great boon to our crippled childr n. 
It should be remembered that these programs «re 
only a continuation of the work already carried on 
in Virginia. With the additional funds made av 
able under the Social Security Act, I have no h 


tancy in stating that I believe it will arouse cur 
populace to a great health consciousness so tliat 
within our State the General Assembly will in the 
future provide more funds for the public hea'th 
and well-being of our citizens. 


SUMMARY 

Under the Social Security Act provision has been 
made for extending local health service in Virginia, 
strengthening State and local health departments, 
providing funds so that additional necessary pub- 
lic health activities may be carried on in the State, 
and for the training of public health personnel; 
also, provision has been made for a State-wide plan 
for maternal and child health service particularly 
for the rural areas, which will be somewhat a 
specialized service but will be integrated into local 
health service; also, provision has been made for 
the clinical treatment and follow-up of crippled 
children in cooperation with the medical societies 
and medical schools of the State. 

When these plans are in full operation, it is felt 
that they will have a marked effect on preventable 
deaths, longevity of the population and will tend to 
improve the general welfare of our citizenship. 





SUPPURATIVE CONDITION OF THE LUNG TREATED BY 
ARTIFICIAL PNEUMOTHORAX.* 


C. L. Harrett, M. D., 
Norfolk, Va. 


Pulmonary suppuration is a breaking down and 
destroying of lung tissue, which may be classified as 
tuberculous and non-tuberculous. Non-tuberculous 
suppurative conditions may be further classified into 
acute diffuse abscess, gangrene, bronchiectasis and 





_ *Read before the sixty-sixth annual session of the Med- 
ical Society of Virginia, at Norfolk, October 15-17, 1935. 





interlobar empyema. ‘The etiology of pulmonary 
suppurations has caused much debate, but it is gen- 
erally conceded that they are caused in one of three 
ways—aspiration into a bronchus of septic material 
or foreign body, most frequently when a patient is 
under general anesthesia; septic emboli carried to 
the lung by the blood stream or lymphatics, and un- 























re: lved pneumonia, finally breaking down into an 
abcess. This paper will deal chiefly with acute, 
no..-tuberculous abscess as a result of one of the 
abi ve-mentioned conditions. 

.bout four years ago I read a paper on this sub- 
jet before the Seaboard Medical Society; it was not 
su mitted for publication. At that time I reported 
sixteen cases of lung abscess treated by artificial 
pneumothorax. Nine, or 56.2 per cent, of the group 
were cured by this method alone, one died, while 
three came to operation, two of which got well. Fig- 
uring the percentage on the cases in which I was 
able to get a complete collapse, I got 75 per cent re- 
coveries. 

[ wish to add seven more cases to this series, re- 
porting them in detail. 

1. Miss M. S., white girl, age 14, was first seen 
June 29, 1933, complaining of pain in right side 
of her neck, teeth and shoulder, temperature 104. 
The patient stated that two weeks previously she 
had a tonsillectomy under general anesthesia. She 
remained in bed for five days, felt all right except 
for slight soreness in the neck which soon cleared 
up, to return about ten days later, but more severe, 
accompanied by fever. When I first saw her no 
abnormal physical signs could be detected in the 
chest, but a deep-seated lung abscess was suspected, 
and she was ordered to the Protestant Hospital on 
Dr. Rinker’s service. On July 1st, she had a chill, 
and temperature reached 104.3. Laboratory reported 
hemoglobin 61 per cent, red cells 3,700,000, leuko- 
cytes 13,600; sputum was negative to tubercle bacilli, 
and Vincent’s spirillum, but a few fusiform bacilli 
were found. Roentgram on July 1st showed a rather 
negligible clouding at extreme right base, believed to 
be due to a non-tuberculous infection. On July 2nd 
there was slight dullness, broncho-vesicular breath- 
ing and a few rales heard over upper right lobe. 
The girl continued quite sick, and a second picture, 
made on July 5th, showed extensive clouding of right 
base, suggestive of lung abscess. I saw her again 
on July 6th, and advised-inducing pneumothorax; 
this was started on July 8th, and, after the lung 
was collapsed, the temperature gradually returned to 
normal. The patient was discharged from the hos- 
pital August 16th. Refills were continued at my 
office until October 9th, when she was discharged as 
cured, after about three months’ treatment. 

2. M. F., white, male, age 51, a patient of Dr. 
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Martin’s, entered the Protestant Hospital June 26, 


1933, with a diagnosis of duodenal ulcer. He was 
operated on by Dr. Payne who excised the ulcer, 
recovery being uneventful, and the patient was dis- 
charged from the hospital on July 12th. On Septem- 
ber 9th, he re-entered the hospital with a diagnosis 
of pulmonary abscess of upper right lobe. He gave 
the following history: On the day he left the hos- 
pital, July 12th, he began to cough and had a rise 
of temperature. Since that time he has had con- 
stant cough, with a daily rise of temperature. At 
times he would have a severe cough, raising quan- 
tities of foul, purulent sputum. Dr. Martin made 
a diagnosis of lung abscess, put the patient to bed, 
with postural drainage, with practically no improve- 
ment. I was requested to see him on September 3rd. 
The man was quite sick, with a high fever, cough- 
ing and expectorating profusely. Artificial pneu- 
mothorax was advised and started on September 9th. 
The refills were given on September 12th, 15th, 20th 
and 26th, a good collapse being secured, while tem- 
perature and pulse returned to normal. 

“On September 23, 1933, patient developed a 
Jacksonian attack, affecting his left arm and left 
leg. ‘These attacks continued over a period of three 
or four days. During this time he developed progres- 
sive weakness of the muscles on the left side, which 
at the end of four days amounted to almost com- 
plete paralysis. On the fifth day he developed an 
acute headache, high fever, together with stiffness of 
his neck, and died of what was apparently terminal 
meningitis. 

“Tt was thought that he had developed a metastatic 
abscess of the brain, in the region of the motor area 
on the right side, that first produced cortical irri- 
tation; second, paralysis, and, finally, meningitis, 
and death,” Dr. W. B. Martin’s notes. 

I think Dr. Martin’s conclusions are correct, but 
do not feel that collapsing the lung had any relation 
with the abscess—only a coincidence. I have not 
seen or read of a similar case. 

3. Mr. A., white, male, age 58, baker by trade, 
entered the Protestant Hospital June 6, 1934, with 
a diagnosis of abscess of lower and middle lobes of 
right lung and badly decayed teeth. He had a severe 
cough, raising large quantities .of foul-smelling 
sputum, which on examination showed many Vin- 
cent’s organisms and Monilia. He was given neo- 
salvarsan intravenously, and iodide potash by mouth, 
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kept in bed on postural drainage, with no improve- 
ment. On July 21st, pneumothorax was started. He 
had quite a stormy time. After about a month’s 
treatment the left lung became involved; in spite of 
this, we continued pneumothorax, giving small 
amounts of air, enough to keep the lung about 50 per 
cent collapsed. On August 16th, he was discharged 
from the hospital much improved. Refills were given 
at home, once every three weeks until. he was dis- 
charged as cured the middle of November, about 
five months after instituting treatment. 

4. Mr. L., white, male, age 24, painter by trade, 
entered the Protestant Hospital, May 29, 1935, with 
a diagnosis of abscess of the lower lobe of right 
lung. He stated that on March 8th his tonsils were 
removed under general anesthesia, in another hos- 
pital. Three to four days after the operation he be- 
gan to cough and expectorate. He returned to the 
hospital and was put on expectant treatment and 
postural drainage. He did not respond, but con- 
tinued to grow worse, so he was referred to our 
service for collapse therapy. The abscess was deep 
seated, draining well, and the surgeons refused to 
The sputum showed many Vincent or- 
He was given neo-salvarsan and pneu- 


operate. 
ganisms. 
mothorax was started on June 7th, and, after getting 
a satisfactory collapse, the patient began to improve. 
On June 14th he coughed up about an ounce of 
blood, but temperature continued to drop. The 
patient had a very low mentality, and had previously 
been treated for a fractured skull. He would not 
cooperate in the least, would not stay in bed, nor 
practice postural drainage. On July 4th, his tem- 
perature shot up again to 104, and from then on he 
ran a high septic temperature until he died on July 
12th. I think it absolutely necessary that these pa- 
tients be kept in bed. 

5. Mr. B., white, male, age 39, occupation, re- 
pairer of sewing machines, entered the Protestant 
Hospital, April 1, 1935, complaining of pains in 
lower left chest, cough, raising foul-smelling sputum, 
and running a septic temperature. He stated that 
about two months previously he was taken with an 
acute pain in upper left abdomen and left chest, 
after which he developed fever, cough and expectora- 
tion, but raised no blood in the beginning. He was 
told he had pneumonia and pleurisy; in a few days 
he got better. Two weeks later his temperature shot 
up again, his cough got worse, and he began to 
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raise large quantities of sputum. On one occa: on 
he coughed up a large quantity of blood. He as 
kept in bed but continued to run a septic temp. +a- 
ture, rapid pulse—120 to 130,—and raised 1: ge 
quantities of foul-smelling sputum. He had »re- 
viously had influenza and one of his parents « ed 
of tuberculosis. He had slight dullness over lc ver 
left lobe, increased voice sounds, and a few r- les 
were heard, front and back. Roentgram repor ed 
as of April 19th, abscess of lower lobe of left lung. 
His sputum was negative to tubercle bacilli, |ut 
showed some Vincent’s organisms. He had a very 
foul mouth, teeth and gums, both being badly dis- 
eased. He was given neo-salvarsan by vein, and 
iodide of potash by mouth. Roentgram report, made 
on April 8th, showed no improvement. On April 
14th, we attempted to induce pneumothorax, giving 
small quantities of air at frequent intervals. Ve 
had some difficulty in getting this man’s lung col- 
lapsed on account of adhesions. 
suggested an antero-posterior collapse but roent- 
gram did not show it. Finally a picture taken in 
oblique position showed about a 50 per cent collapse 
of left lung, antero-posteriorly. On May 11th, signs 
suggested fluid at left base. A picture made the 
following day gave evidence of much fluid in left 
chest with mediastinal structures pushed to the right. 
No more injections of air were made. Chest was 
aspirated several times with practically a clear fluid, 
sterile on culture. 


The physical signs 


The mouth condition was taken 
care of by Dr. Lewis Walker, the necessary teeth 
being removed a few at the time. Patient was dis- 
charged on June 27th much improved, with no cough, 
no expectoration, but chest still contained a small 
amount of fluid, and a small area of pneumothorax. 
He returned to work September Ist, having been on 
collapse therapy only a month. 


6. Mr. B., white, male, age 29, automobile me- 
chanic, entered the Protestant Hospital June 7, 1935, 
complaining 'of severe pain in the lower right chest, 
temperature 103.3. Roentgram showed a shadow 
at right base suggestive of an abscess. Patient stated 
that two weeks before he developed the trouble in his 
chest, he was having much trouble with a tooth. 
He consulted four dentists in four days before it 
was finally extracted, after which his jaw was very 
sore for a week. Two days later'he developed pain 
in right chest with high fever. I first saw him on 
the night of June 10th. Patient was quite sick, 
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complaining of severe pain in the right chest. There 
was slight dullness over lower right lobe, breath 
sounds were very much diminished, with a few rales 
heard under the axillae. Impression: Pulmonary 
infarct undergoing suppuration and advised induc- 
ing pneumothorax. On June 11th, 350 c.c. of air 
was injected in the right pleural space; June 13th, 
225 c.c.; and June 15th, 175 c.c. I got a mano- 
meter reading of plus 12. The lower chest was 
quite flat to percussion. X-ray picture made on this 
date showed the upper lobe well collapsed, with 
the lower chest full of fluid. On June 21st, chest 
was aspirated, and a small amount of thick, green- 
ish fluid was obtained which revealed pneumococ- 
cus on culture. He was aspirated again on June 
25th, and on June 29th he was turned over to the 
surgeons for drainage. After the operation he had 
a stormy time, and on July 20th he was drained the 
second time. He was finally discharged from the 
hospital August 8th with his side still draining. 

This was my first case of empyema complicating 
pneumothorax for acute abscess. In all probability 
the pleural cavity was infected by the needle punc- 
turing the infected lung. This was the only case 
where empyema was a complication in the twenty- 
three cases. Lord claims he got empyema as a com- 
plication in three cases out of sixteen, and advises 
against the use of pneumothorax in acute abscess. 

7. E. J., colored, male, age 50, laborer, entered 
St. Vincent’s Hospital on the service of Dr. Spei- 
gel, April 15, 1935, complaining of pain in upper 
left chest, cough and expectoration of a year’s dura- 
tion. Pains were described as knife-like in char- 
acter, increased on coughing and on deep breath- 
ing. Attacks were rather severe about once a month. 
He was running a septic temperature, 99-104. 
Laboratory report showed sputum was very thick 
and foul, negative to tubercle bacilli, to Monilia and 
Vincent’s organisms. Roentgram of chest made 
April 16, 1935, showed a rather marked area of 
density in lower left lobe suggestive of a pneumo- 
nitis. 

I was asked to see him on April 19th. The 
man was quite sick, coughing almost at every breath 
and holding his left chest. The left chest lagged; 
there was slight dullness over the lower two-thirds 
of the lung, and tactile fremitus and breath sounds 
were diminished over this area—with a few course 
rales heard. Impression: Acute pneumonitis under- 
going suppuration on an old bronchiectasis. Ad- 


vised trying pneumothorax. I attempted to induce 
pneumothorax, and 150 c.c. of air had passed in 
when the patient coughed all the fluid out of my 
manometer. On April 20th, another attempt was 
made and 400 c.c. of air was injected, the manometer 
registering 0 plus 2. On April 22nd, 400 c.c. more 
was injected, but the patient was coughing so that 
the reading could not be obtained. On April 24th, 
patient seemed to be some better; however, 100 c.c. 
of air injected, manometer registering plus 2 plus 6. 
I knew I was either dealing with adhesions or the 
lung was too tightly collapsed. A roentgram 
made on that date showed a fair collapse of the up- 
per lobe with about 25 per cent collapse of the 
lower lobe; the lung was being held by a band of 
adhesions near the apex. On April 25th patient 
had a very severe coughing spell, together with a 
massive hemorrhage from nose and mouth, and died 
in five minutes. We thought that a rather large 
vessel ruptured in the abscess cavity and caused 
sudden death. 

In producing pneumothorax for a tuberculous 
lung, an endeavor is made to completely collapse the 
lung and hold it at rest until it heals. 

In acute abscess or suppurative conditions of the 
lung you have a different objective. Here you wish 
to promote and facilitate drainage, as it is through 
the process of drainage that pyogenic infections are 
thrown off and healing takes place. A lung empties 
itself of foreign substances by a wave-like motion, 
expanding and contracting, produced by inspiration 
and expiration, and by coughing. If the lung is 
allowed to stick and grow to the paretial pleura it 
becomes anchored, the wave-like motion is destroyed 
and the lung can no longer empty itself. 

This is just what takes place in acute abscess of 
the lung—the pleura becomes infected very early in 
the disease, adhesions form, the lung is anchored, 
consequently the mucus and pus collects, stagnates 
and the disease spreads. It is the author’s opinion 
that as soon as a diagnosis of lung abscess is made, 
small quantities of air should be injected in the 
pleural cavity, to act as a buffer and prevent the 
lung from sticking. The wave-like motion through 
inspiration and expiration will continue and the 
lung will be in a better position to empty itself, 
and a larger percentage will recover in a shorter 
time. 

No accurate figures can be obtained from the 
Some writers claim 


different forms of treatment. 








that from 30 to 50 per cent will heal by expectant 
treatment alone. The surgeons claim from 28 to 
31 per cent recoveries, but advise against operation 
until the disease becomes chronic and the lung is 
well anchored to the chest wall, which usually re- 
quires from two to three months. If pneumothorax 
be induced in the beginning, the patient should be 
about well by this time. 

The bronchoscopists claim from 40 to 50 per cent 
recoveries from bronchoscopic treatment. As every 
one knows, these treatments are quite severe and 
require a long time. 

In my first series of sixteen cases, the shortest 
period under treatment was one month, the longest 
six months, with 56.2 per cent recoveries, and 75 
per cent where a complete collapse was obtained. 

The second series of seven cases did not make 
quite as good a showing. One died of abscess of 
the brain, although from all appearances the lung 
was healing satisfactorily. Two died while under 
treatment, one from pulmonary hemorrhage, and the 
other we felt from lack of cooperation. Both of these 
were chronic cases and were refused by the surgeon. 
One came to operation and recovered, the remain- 
ing three, or 42.8 per cent, recovered, with an aver- 
age of three months under collapse therapy. Two 
of three cases developed abscess following tonsillec- 
tomy under general anesthesia, one following opera- 
tion on the stomach, one following the extraction of 
an infected tooth, one following pneumonia, another 
had a very marked case of oral sepsis, while the 
cause of the other was undetermined. 

In conclusion, twenty-three cases of suppurative 
conditions of the lung, treated by artificial pneumo- 
thorax, were reviewed. Complete recovery occurred 
in twelve cases, or 52.1 per cent, under collapse 
therapy combined with rest, the highest percentage 
of recoveries given under any other form of treat- 
ment. 

The author claims that collapse therapy is the 
easiest, quickest and safest form of treatment that 
can be used in acute lung abscess. Like other sur- 
gical conditons the sooner treatment is begun after 
the disease has developed the higher your percent- 
age of cures. I advise starting pneumothorax as 
soon as the diagnosis of lung abscess is made. Be 
sure that the presence of a foreign body is first ruled 
out, giving small amounts of air, at frequent inter- 
vals, to act as a buffer, thus giving the lung a 
chance to expand and contract to a limited extent 
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during inspiration and expiration and empty its: 
Regardless of what form of treatment you use, © - 
solute rest in bed is essential. 


Since writing this paper, one of the cases in | 
first series has come to operation. About ten mont .s 
after his third operation he had been discharged «s 
well and returned to school. He was taken wih 
headaches and disturbance of vision. ‘The heai- 
aches became very severe and he had to be sent ‘o 
the hospital. A diagnosis of abscess of the brain 
was made, an operation was performed, and tiie 
patient died. Autopsy revealed two large abscesses 
in the posterior lobe of the brain on the right side. 


800 Wainwright Building. 


DIscussION 

Dr. CHArLtes W. Scott, Newport News: Dr. Harrell 
has presented a very interesting subject. There has been 
and is at present a great deal of controversy as to the 
proper method of treating lung abscess. There is refer- 
ence to the treatment of this disease dating as far back 
as the 16th century, with references to treatment in- 
creasing and mortality rates decreasing, up to the present 
time. The mortality rate is still high. 

The methods of treatment are many and the choice 
is determined by the etiology, location, extent and dura- 
tion of the disease. The majority of reports favor med- 
ical treatment, i. e., complete rest in bed, postural drain- 
age, supported measures in the acute cases, using arsenic 
or potassium iodide if spiriila or fungi are found in the 
sputum. Successful results, as high as 30 per cent (Miller 
and Lambert), are reported. ‘This is indicated when 
drainage is secured through a bronchus and should be 
tried for at least a month before resorting to bronchos- 
copy or open drainage. All of us have seen cases heal 
with this type of treatment. 

Pneumcthorax has not enjoyed as much popularity as 
that of postural and surgical drainage, yet practically 
every report in recent years refers to a small number 
of cases treated successfully with pneumothorax. As Dr. 
Harrell has pointed out, the purpose of pneumothorax in 
the treatment of tuberculosis is quite different from 
that in abscess of lung. In tuberculosis the success is 
dependent upon closing the cavity and putting the dis- 
eased lung at rest. In doing this we must bear in mind 
the work of Coryllos and others which showed that the 
collapse of a cavity in the lung is due to obstruction of 
the bronchus to that cavity and the absorption of the 
gases allowing the collapse of the walls and inhibiting 
the growth of bacilli. In lung abscess, this is what we 
do not want to happen, because the success of the treat- 
ment in all cases depends upon free drainage. This is 
why it is necessary to exercise great care and thorough 
study of the case, giving small quantities of air at fre- 


quent intervals. Otherwise there is danger of obstruct- 
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the bronchus and defeating our purpose. If the ab- 

s is located near the periphery or there is obstruc- 

of the bronchus, pneumothorax is contra-indicated. 

f there are pleural adhesions there is danger of ruptur- 

the visceral pleura and causing empyema, as hap- 
ied to one of Dr. Harrell’s cases. 

in the series of cases reported here tonight, it is in- 

esting to note that the fatality in every case was one 

The 

liest case was two months after onset and death was 


long standing before treatment was started. 
to meningitis, which cannot be definitely attributed 
Another was three months 


It is true, 


to pneumothorax treatment. 
atter the onset and the other about a year. 
the case of empyema was started early, but the high 
pressure readings indicated adhesions. These findings, 
as well as the reports of others, would indicate that 
pneumothorax must be started in the acute stage, before 
the end of two months (as pointed out by Cole) after 
the onset of the disease. Dr. Harrell was successful in 
only one case in which the treatment was delayed longer 
than one month after the onset of the disease, and this 
one was a little less than two months. They would also 


indicate that pneumothorax treatment is successful in 


These occur in a few days in some cases 
The best re- 


sults are obtained when the lesions are central or hilar 


adhesions. 
and pneumothorax is then contra-indicated. 


in location and there is no bronchial obstruction. 
The point that the pleura can be separated in the be- 
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ginning before adhesions form, pain can be alleviated 
and the lung does not become anchored so as to prevent 
motion on inspiration and expiration, which is helpful 
in promoting drainage, is very important. Also the par- 
tial collapse aids in draining the small collateral ab- 
that 
pneumothorax is safe, and one of the best methods of 


scesses or feeders to the larger ones. I believe 
treating acute pulmonary suppuration when in skilled 
hands, and is more efficient and practical than broncho- 
scopy unless there is obstruction of the bronchus. 

But I do believe there should always be a surgical 
consultant and the closest team-work between the in- 
ternist and surgeon in all of these cases, because a fairly 
large percentage will come to operation if the best re- 
sults are obtained. 

Open incision and drainage is the operation of choice. 
Phrenic nerve division, thoracoplasty and plumbage have 
a very limited application. There are some recent re- 
ports in the literature of success with 33 per cent solu- 
tions of alcohol injected intravenously. 

In closing, I wish to ask Dr. Harrell one question, 
and that is if he obtained successful results in any of the 
cases that he previously reported in which the treat- 
ment was started more than two months after the on- 
set of the disease. 

Dr. HARRELL, closing the discussion: 
nine of the first series of cases were started six weeks 
from the time the first evidence of the suppurative con- 


Seven out of 


dition was found. 





OBSERVATIONS ON HISTORY TAKING IN ALLERGY.* 


OscaR SWINEFORD, M. D., 
University, Va. 


History taking is the weapon with which the wise 
physician begins his attack on all diagnostic prob- 
lems. The allergic diseases should not be excepted. 
It is our belief that properly taken histories, prop- 
erly evaluated, are of little less value than the more 
spectacular skin tests in the management of any 
large series of allergic manifestations. It is also 
our belief that much important information can be 
gotten in no other way than by the history. In a 
previous report to this society! it was emphasized 
that twenty of thirty-two completely relieved pa- 
tients and fifteen of fifty-four who were greatly re- 
lieved had negative skin tests and that information 
of etiological importance had been gotten by history 
in 162 and by skin test in ninety-eight of 245 cases. 





*From the Allergy Clinic, Department of Internal 
Medicine, University of Virginia, Medical School. 

Read before the sixty-sixth annual session of the Medi- 
cal Society of Virginia, at Norfolk, October 15-17, 1935. 


All diagnostic procedures in allergy are designed 
to establish first the clinical and then the etiological 
diagnosis. A simple medical history and physical 
examination is usually all that is necessary to make 
the clinical diagnosis. The etiological diagnosis is 
usually arrived at by the combined use of skin tests, 


leucopenic index, food diaries, elimination diets, in- 


halant and skin irritant avoidances, and the allergic 
history. Attention should be called to the fact that 
the skin test and the leucopenic index are the only 
ones of these procedures which require any equip- 
ment. 

It is the purpose of this report te present briefly 
an outline with which anyone who wili take the 
necessary time can get sufficient information which, 
together with the use of the food diaries,” elimina- 
tion diets? inhalant and skin irritant avoidances, 


will permit the rational and adequate management 
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of a significant percentage of the allergic manifes- 
tations with which they come in contact. 

It is not the purpose of this report to decry the 
use of skin tests nor to belittle their value. It must 
be remembered, however, that a positive skin test is 
simply a quickly and easily obtained diagnostic lead 
which must be verified clinically. Information got- 
ten from the history, food diaries, food, inhalant and 
skin irritant avoidances are also diagnostic leads 
which must be verified clinically. Proper diagnosis 
in allergy demands the coordination of information 
from all available sources. 

The material will be presented in three sections. 
First, a brief review of the cardinal symptom com- 
plexes by which the clinical diagnoses of the allergic 
diseases is made. Second, the history outline for 
getting information of etiological importance. Third, 
a summary of the information gotten by senior medi- 
cal students who used the outline on fifty cases in 
the Allergy Clinic of the University of Virginia Hos- 
pital. 

I. The Clinical Diagnosis seldom presents real 
difficulty to any one who remembers the cardinal 
symptom complexes of the manifestations of allergy. 
There must be few indeed who would not recognize: 
a crop of itching wheals as urticaria; the sudden 
swelling of the lips, eyes, tongue, genitalia, palms 
or soles as angioneurotic edema; itching, red, vesicu- 
lar, weeping, scaling eruptions as eczema; severe 
prostrating unilateral headaches with visual disturb- 
ances, nausea, and vomiting as migraine; recurrent 
abdominal pains, alternating constipation and diar- 
rhea, associated with mucus in the stools as mucous 
colitis; attacks of sneezing, lacrimation, rhinorrhea 
and nasal obstruction with itching and burning as 
hay fever; paroxyms of wheezing, dyspnea and cough 
as asthma. There are, of course, atypical instances 
of each which call for some diagnostic skill but by 
and large a simple medical history and physical ex- 
amination makes the clinical diagnosis of the al- 
lergic diseases absurdly easy. It is usually made 
by the patient when the chief complaint is being de- 
termined. 

II. The Etiological Diagnosis. In attempting 
to discover the etiological agent in any allergic dis- 
ease it is essential to remember that the causative 
agents may be as varied as the material content of 
his environment but they must be a part of the in- 
dividual himself or of his environment. For con- 
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venience they are grouped on the basis of tl 
modes of entry into foods, inhalants, skin cont 
substances, bacterial products, drugs, and physi 
factors. ‘These will be discussed in some detii 
later. It must also be remembered that any of thse 
things can affect any sensitive tissue which they 
may reach directly or by distribution by the blood. 
For example, by direct contact with the mucosa 
the digestive tract, eggs may cause the lips or tongui 
to swell, pylorospasm, or mucous colitis; or they 
may be carried by the blood to the nose, lungs, skin, 
or brain to cause hay fever, asthma, urticaria, « 
migraine. 

It may be well to digress long enough to say th 
it is unusual to be able to take an adequate history 
in less than forty-five to sixty minutes even after 
considerable experience. This, however, takes very 
little more time and is much more likely to have 
lasting value than a house call to administer adrena- 
lin to a patient with an attack of asthma or to give 
repeated nasal packs to the patient who has hay 
fever. Another point in the digression is that the 
questions to the patients must be phrased in the 
language of the patient and must be based upon a 
reasonable knowledge of the things which make up 
the environment of the patient. Practice with such 
an outline as the one which follows, together with 
some study of the chapters on etiological agents (al- 
lergens) in some of the textbooks on allergy* should 
make any person quite proficient at allergy history 
taking. 

The method used in determining the causative 
agents by history alone follows: It was thought that 
brief rationalizing comments about the various sub- 
divisions of the history and examples of the value 
of information to be gotten from them would be 
preferable to and supplementary to a detailed ques- 
tionnaire such as that by Vaughan.° 

Association with other Allergy: Allergic mani- 
festations are more often multiple than single. 
is not common to see a person with asthma, for ex- 
ample, who has not had hay fever or a food idiosyn- 
cracv or urticaria or some other allergic manifes- 
tation. The presence of other allergic manifesta- 
tions is often helpful in determining whether the 
etiological agent is a food or inhalant or bacteria. 
A child who has urticaria or gastro-intestinal up- 
sets with attacks of asthma is probably food sensi- 
tive, whereas a person who has asthma after twenty- 
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hours of nasal congestion and sneezing is prob- 
reacting to an inhalant. 
llergic manifestations other than the chief com- 
laint are determined by direct questioning as to the 
ence of the cardinal symptoms reviewed in the 
graph on Clinical Diagnosis. 
he Attacks: There is a tendency for the begin- 
to spend too much time discussing the more 
ute details of the subjective reactions of the pa- 
nt to his symptoms. Little benefit is derived as 
rule from a more detailed analysis of the symp- 
ms than just enough to establish the clinical diag- 
sis. There are, however, a number of very prac- 
tical points about the attacks which are of great 
For 
example, was the onset of the first attack acute or 


help in establishing the etiological diagnosis. 
insidious? First attacks of allergic manifestations 
which begin acutely can often be traced to some 
definite factor such as the onset of a pollen season, 
an unusual dietary episode, an infection, etc. An- 
other point of interest is the date of the onset and 
the subsequent seasonal incidence. Hay fever and 
asthma occurring only in April are probably from 
trees, in May and June from grass and plantain, 
in August and September from ragweed, in the win- 
ter months they are more often due to nasal or 
bronchial infections, dust, feathers, mattress, or cold 
sensitiveness, etc. Urticaria in June or July only is 
probably from tomatoes, strawberries, peaches or 
some other seasonal food, etc. It is desirable to know 
the day of the month when seasonal manifestations 
begin, as in the case of the farmer’s wife sensitive 
to ragweed, who began to have symptoms before 
ragweed season and was found to be sensitive to corn 
and to have a bedroom immediately adjoining a 
corn field. 

The time of day when most attacks begin is im- 
portant. The person who is entirely free of asthma 
except at night or when he lies down in the after- 
noon is probably sensitive to some part of his bed- 
ding (feather pillow, mattress dust, wool blanket, 
etc.). The person who has headaches after Sunday 
dinner and at no other time probably is sensitive 
to some favorite dish which he seldom has at other 
times. Chocolate is a common offender of this sort. 
The person who has abdominal pain and a loose 


stool after breakfast frequently, and rarely at other 


times, probably has an intolerance for eggs, coffee 
or some other breakfast food. 


The degree of freedom between attacks is import- 
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ant. The person who has three attacks of angio- 
neurotic edema a year can frequently trace them to 
an acute infection, or to an unusual drug, dietary 
or emotional episode. The person who has asthma 
daily for six weeks in the warmer half-year is prob- 
ably pollen sensitive. The person with hay fever 
who is never entirely free from symptoms probably 
has some factor which is constantly present, such as 
nasal polyps, a septal spur, chronic ethmoiditis, dust, 
tobacco, or wheat sensitiveness. 

The Family History of Allergy is of little im- 
portance in typical cases. But where the allergic 
nature of the complaint is open to doubt a positive 
family history and a history of other allergic mani- 
festations make an allergic investigation much more 
important to the ultimate diagnosis. 

A Complete Systems History is sometimes the most 
important part in the entire investigation. In four 
of the cases which were reviewed asthma was asso- 
ciated with congestive heart failure. In two the 
symptoms were apparently chiefly psychogenic. A 
deviated septum from trauma, acute alcoholism, pres- 
sure from an enlarged thyroid, a preceding acute in- 
fection were the precipitating factors in several. 

An analysis of the patient’s environment is essen- 
tial. A baker sensitive to smoke and spices, a silk 
mill employee to silk, a number of farmers to dogs, 
horses, feed and barn dust, women to cosmetics, 
men and women to dusts from their mattresses and 
pillows are in the cases analyzed in the third sec- 
tion. It is not only essential to know what the 
conscious reaction of the patient is to his environ- 
ment, but it is important to know what the expo- 
sures are. In other words, what animals, soaps, 
bedding, cosmetics, fumes, etc., does he come in 
contact with. It should also be determined if he 
is benefited when he gets away from his usual en- 
vironment. 

Inhalants most often cause trouble in the nose and 
lungs. Vertigo and headache secondary to nasal 
stimulation or edema are not unusual. The most 
frequent inhalants which patients recognize as causa- 
tive agents are dusts (house, road, feed, occupational), 
feathers, pollens (trees, grasses, weeds, grains, flow- 
ers), animal epidermals (pets, livestock, furs, wool- 
ens, upholstery), powders (face, bath, insect, soap), 
smokes (meat, tobacco, train, wood), fumes (per- 
fumes, paints, floor waxes). Patients are questioned 
in detail about their reaction to each of these: ‘‘Does 


your nose stop up, do vou sneeze, cough, wheeze, 
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choke up when you come in contact with dogs, dust, 
bath powder, etc.?” 

Foods are very common causes of allergic mani- 
festations. I find it very difficult to convince stu- 
dents of the necessity for spending the time neces- 
sary to take an adequate food history. Several points 
should be emphasized. First, the patient must be 
questioned about every food in his dietary. It is 
not enough to ask if any food causes the chief com- 
plaint or if any food disagrees. Nine times in ten 
the patient will say no. But if the cardinal symp- 
toms of all the allergic diseases and the common 
gastro-intestinal symptoms of gas, diarrhea, consti- 
pation, bloating, mucus, nausea, vomiting, pain, and 
canker sores are recited to the patient several times 
while naming the common foods, a surprising num- 
ber of important disagreements may be elicited. The 
food which constipates or causes gas may also cause 
a distant allergic reaction. Information gotten by 
taking food histories must not be accepted blindly 
but must be considered with the results of all other 
diagnostic studies as diagnostic leads which must be 
verified clinically. The strongly positive skin test 
for wheat in one migraine patient is of no more im- 
portance, until subjected to clinical trial, than is 
the statement of another skin negative migraine pa- 
tient that wheat bread constipates him and that 
constipation usually precedes an attack. Failure to 
devote enough time to analyze the patient’s reaction 
to each food will result in failure to get information 
essential to the management of an appreciable per- 
centage of all allergic manifestations. This has been 
mentioned before and is just as applicable to each 
of the other parts of the history. 

The Focal Infection History is important. It 
should include the usual direct questions relative 
to the condition of the tubes, prostate, appendix, 
gall-bladder and bowel action. More important 
statistically, but not in the individual case, is the 
condition of the teeth, tonsils, sinuses, bronchi, and 
skin. Teeth are potential foci, and the patient 
should be asked if they have been injured, devitalized 
by the dentist, cut with difficulty, or if they are 
unerupted or involved by pyorrhea. In most in- 
stances the tooth which serves as a focus is symp- 
tomless. Tonsils are potential foci if present. They 
are particularly suspicious if there has been a his- 
tory of tonsillitis or tenderness of the regional 
glands at the angle of the jaw. Sinuses are poten- 
tial foci when there is a history of pain in one of 





the anterior sinuses or of frequent (purulent)  el- 
low post-nasal discharge, especially in the mor ng 
on arising. These are usually sphenoid or ethn. id 
secretions and commonly contribute markedly to 
pharyngeal and bronchial irritation. Purulent - \u- 
tum coughed from the lung of course indicates in- 
fection in the lung (bronchi). The chief rok of 
the skin in focal infections is that it harbors fungi 
which seem to flare-up periodically locally anc to 
be capable of sensitizing and subsequently reacting 
with other tissues, more particularly distant s<in 
areas. Athlete’s foot or ringworm, then, should be 
regarded as potential etiologic material for any l- 
lergic manifestation, especially eczema. 

Contact Histories are seldom of value except in 
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eczema. Poison ivy and oak, various plants, a num- 
ber of garden vegetables, wool, animal epidermals, 
dust, citrous fruit skins, soaps, cosmetics, silk, rayon, 
occupational materials, chemicals, cheap jewelry, and 
industrial dyes are the commonest substances which 
produce eczematoid lesions in susceptible people. 

Drugs are relatively infrequent causes of allergic 
manifestations. But agranulocytic angina from 
amidopyrine and dinitrophenol, exfoliative derma- 
titis from arsenic, rashes from bromides, rashes and 
psychoses from barbiturates and atropine derivatives, 
angioneurotic edema, gastric hyperacidity symptoms, 
eczema, urticaria, hay fever, asthma, and abdominal 
cramps from aspirin, cascara and opiates are suffi- 
ciently common to be included in any allergic his- 
tory. 

Physical History: Many people attribute an ap- 
preciable portion of their symptoms to physical in- 
fluences met in their daily routine. Occasionally 
these physical influences are the chief exciting fac- 
tors in individual allergic attacks and, not infre- 
quently, attention to these aspects of the patient’s 
life will materially if not entirely relieve him. There 
is much disagreement among allergists as to their 
importance. Duke® and I’ believe them to be of 
considerable importance. A_ satisfactory routine 
physical allergy history includes a detailed analysis 
of the effects of draughts, wet feet, temperature 
changes, dampness and humidity, exercise, ice water, 
fatigue and excitement, sun, heat, cold, and pres- 
sure. Not only should one note the effect of these 
influences on the chief complaint but on all other 
allergic manifestations and other symptoms as well. 

III. Summary of information gotten by using 
the outline: Fifty records were selected at random 
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from the files of the Allergy Clinic. The only cri- nata, six; angioneurotic edema and eczema, two; 


terion for inclusion was that the history had been headache, mucous colitis, conjunctivitis, one. 


taken by a senior medical student. This was thought The onset (Table II) was acute in nineteen cases 
to be a better test of the efficiency of the history- and insidious in thirty-one. 
taking outline than an analysis of histories taken The Seasonal Incidence (Table II) showed that 
by more experienced members of the clinic staff. The twenty-five occurred at any season (perennial), four 
information has been tabulated in accordance with — in early spring (trees), seven in early summer (grass 
TABLE |] 
To-s \ngio , = = Eas 
Hay ait Urti- a a fe Head- Food | Mucous |Conjunc-| Vene- | Weak- 
Fever ’ caria ed xine ea me Idio | Colitis | tivitis nata ness 
aelme | 
Chief Complaint... 8 32 2 Z 2 l ] 0 0 0 l 
Other Allergy.....| 23 7 6 2 2 ( 0 


the headings of the outline in section II. It may and plantain), eight in late summer and fall (rag- 

be helpful to compare these results with the corre- weed), and six chiefly in winter. 

sponding section in the outline. The time of day (Table II) when attacks were 
The chief complaints are presented by the clinical most likely to begin was at night in twenty, during 

diagnosis which they represented. It will be seen the day in ten, in the early morning in twelve. No 

(Table I) that hay fever occurred eight times, note was made in eight. 

asthma thirty-two times, angioneurotic edema and Freedom Between Attacks (Table I1) was com- 

eczema twice, and headaches, food idiosyncracy and _ plete in thirty-one and partial in fourteen. In five 


weakness once each. The latter was given as the the condition varied little in intensity. 


TABLE II 


MisceLLANgeous Data FRoM HIstTorIEs 





Onset \cute Insidious 

19 3] 
Seasonal Incidence Spring Summer Fall Winter Perennial 

7 8 6 25 

Time of Day Night Day Early A. M. Not Noted 

20 10 12 8 
Freedom between .\ttacks Complete Partial None 

3 14 5 
Family History Positive 

25 
Systems History Helpful Not Helpful 

13 37 
Environment Change Helpful Not Helpful Not Noted 

6 30 14 
chief complaint by a person who had hay fever, The Family History (Table II) was positive in 
asthma, urticaria, mucous colitis, and multiple food twenty-five, and negative in twenty-five. 
idiosyncracies. The Systems History (Table II) was thought to 

Other Allergic Manifestations occurred fifty-one be helpful in thirteen cases. 

times in thirty-three of the fifty cases. The num- Change of Environment (Table I1) was helpful 
ber of times each occurred was—hay fever, twenty- in six cases. No attempt was made to tabulate the 


five; asthma, seven; urticaria and dermatitis vene- environmental exposures recorded in the histories. 
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Inhalants: The symptoms which fifiy patients 
were able to attribute to these various inhalants are 
shown in Table III. The number of positive skin 
tests corresponding to the histories are also tabu- 
lated. Positive tests which did not agree with the 
history were not recorded. A total of eighty-nine 
symptoms were attributed by fifty patients to com- 
mon inhalants. In forty-one instances the history 
and skin tests agreed. The number of agreements 
might have been much higher had allergens been 
available for testing for smoke, fumes and soap 
powders. ‘The dust results might have agreed more 
closely too had all of the patients been tested as 
thoroughly as we now test for them. 


sinuses, five; tonsils, eleven; G. U., three; bron: i, 
three; fungi, two (Table V). This does not ne: s- 
sarily mean that the chief complaint was due to 
these foci but that they were potential factors in .‘e- 
termining the incidence and severity of sympton:.. 
The Contact Histories showed (Table V) that t vo 
patients had dermatitis from poison ivy and four 
from other plants. Wool, animal epidermals, dust, 
and citrous fruit skins caused eczema once each 
The Drug Histories disclosed (Table V) that «s- 
pirin caused urticaria once and mucous colitis twice; 
cascara and morphine each caused asthma once; 
morphine also caused abdominal cramps in one pa- 
tient and delirium in another. One patient claimed 


o 


TABLE III 


RESULTS OF INHALANT HIsTORIES AND SKIN ‘TESTS 



















































































































































































a Nasal | | | 
Sneezing Con- | Fresh Cold Cough Wheezing || Headache || Vertigo | Total 
gestion i} 
Hist.] Test |} Hist.} Test | Hist.| Test || Hist.} Test || Hist.| Test |} Hist. tual Hist, Test Hist. Test 
|| | 
Dust.....00000..../ 2] 2 ff a fa fia] a de 7] 6 fa | s | | 23 | 18 
Feathers...........) 1 [1 |[...fe fee 3 [3 4 | 4 fps fos 
Pollens.............]) 6 | 2 |} 2 1 ff... ata des [3 qt wae [7 
Smoke..........0.4) 3 [o....fecc[eeeeffeeeeef eel] 10 fo... nf 2 ff) fa pa pe fa 
Animals.......... | Ei we PH Oe Oe 3ks Se ee sal 9} 1 
Powders.........++-|) ee Redd oe || bs diye |--+ + ade 3 2 one. i 1 |.. | 5 | 2 
Fume ocnaafponhoufooponffo}.f a }.p2? boca bohock.cpa po 
see eC ee 
Total. 1s | s | 4 | 3 | 1 | 1 24/10 43 | 2} a | 2] 1 | 89 | 41 
Foods: The information obtained in the fifty to get fever blisters every time she took milk of 


food histories is tabulated in Table IV. The num- 
ber of positive skin reactions corresponding to the 
histories are again recorded. A total of 136 symp- 
toms were attributed to foods by fifty patients. Skin 
tests corresponded thirty times. It is quite probable 
that this low incidence of agreement between test 
and history would have been much higher if all of 
the foods had been tested intradermally as twenty- 
nine of the thirty skin reactions noted were done 
that way. Only one (cabbage) was positive on 
scratch test. None of those with negative tests 


straight across the table were tested intradermally. 
Focal Infections: Fifty histories showed thirty- 
Teeth, fourteen; 


eight foci present as follows: 





magnesia. 

The Physical Histories were particularly inter- 
esting (Table VI) because more symptoms (119) 
were attributed to these influences than to any other 
etiological factors except foods (138). This is in 
accord with previous analyses.’ It is hardly neces- 
sary to list the effects recorded in the table. 

Comment and Summary: The importance of his- 
tory taking in the management of allergic patients 
is stressed. A method for taking a satisfactory al- 
lergy history is outlined. It consists of groups of 
facts to be determined under the headings: chief 
complaint, a description of and other data relating 
to the attacks, the presence of other allergic mani- 














IV 


TABLE 


>) 
ms 
Lol 
lanl 
‘= 
Z 
© 
—— 
= 


MEDICAL 


VIRGINIA 


z | Ol 


489.1) 981) 
| 


e301, 


/389,,}3StH]}/282,1,| 81/3891, |"9StH| 


I" 


189], |"81F{)/182,L,|"3StH{||382,L| 
| ' 


| 
| | ———— | —_ — 
| utreg |i . . vayr || uoned 
‘pay ee Ht Sales -14suo’ || pure sec 
PAV | Iq : wt 9 


Rats 





\| 
| 


2, | 80H] /282,L 381H1) 289,181 [asa 1, |*381H] 989, | a81p || 389.1, "astp] | 389.1, |"381H]) 


ayor | Zul 


-peoy] | ~ZI9U 


| Sul 
-ZIIUS 


| Bide 
ewazy || : 
. “haf) 


1] ysno+y 


is 
ouy ] 
1] 


SISA, NING GNV SAINOLSI}] GOO4 40 sL'1NsSay 





AI ATAV.L 





** [e201 
sIny 
"* *9aYO 
a1e[0004 
Solllog 
suo 


7 * spoog b3S 





BF aca 


“"**Bpueueg 


"18d pue ajddy 


“*$zind snolj}iry 


= + diusaeg 

ae $301185 

: siaquinan>, 
uoluQ 

$901¥10g 

- Ajwue g azeqqry 
‘** *squmnsay 

"** *§$90}8UWI0 T, 
s[v2195 IYO 

oe OU AA 
“$834 


MA 





VIRGINIA MEDICAL MONTHLY 


TABLE \ 
Resutts or Focat, Contact, Druc Histories 
Foci 
| 


Sinuses | Bronchi 


5 


ConrTaAct 


, Toxico — 
Wool Epidermals | Plants 
Dendron | 


Kezema....... ales 0 


Venenata...... i | + 


Mucous Fever 


Wheezing Abd. Pain Uricaria ay ae : 
~_ : Colitis Blister 


Deliriun 


Opiates... 


) 


Milk Magnesia... 


Cascara.. 


TABLE VI 


RESULTS OF PHysIcAL FActors AND TESTS 


Nasal + ene | = 
og I resh —_ Wheez- | Head- 
Cold ing ache 


Draughts.... 

Wet Feet... 
Temp. Change.... 
Henidit; 


Exercise 
Heat. 


Cold... 


Fatigue and Excitement... . 
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ations, a description of the patient’s environ- 
it and the effects of changes of it, the reaction 
the patient to foods, inhalants, drugs, and con- 
substances. Also included is a discussion of 
patient’s reaction to certain physical influences. 
The importance of a routine systems history is 
stressed. Under each heading of the history outline 
the attempt is made to illustrate in general terms the 
reasons for them. To determine the value of this 
method of history taking, fifty histories so taken by 
1ior medical students at their first and second at- 


npts are analyzed and the detailed results tabu- 


lated. In support of the contention that history tak- 


ing is of great importance in their management, it 
is interesting to note that: fifty allergic patients at- 
tributed cardinal symptoms of allergic disease to 
foods 136 times, to physical agents 119 times, to 
inhalants eighty-nine times, to drugs eight times, 
and to contact substances ten times. In addition, 


thirty-eight definite focal infections were noted. 
Further support lies in the fact that skin tests cor- 
responded to the inhalant histories only forty-one 


times and to the food histories only thirty times. 
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DISCUSSION 
Dr. EmMiLy GARDNER, Richmond: There is little 
I can add to the splendid paper that Dr. Swineford has 
given, except to say that I decidedly agree with him 
in what he has 


make—perhaps it is one of the things that mark progress 


very 


said. Unfortunately, we have tried to 
—we have tried to make medicine an exact science, which 


we shall never do, because individuals are not exact 


people. While we have made surprising progress in the 
Wassermann test, etc., nothing can ever take the place 
of the history of the patient. Dr. Swineford has brought 
that out well. I know when | began to work with Dr. 
Bullard in the allergy clinic I was quite a devotee of 
scratch tests, etc. I thought: “This is exact; you do not 
have to do a great deal of thinking; you just see your 
reactions.” But the 
that results did not always match up with the scratch 


I saw a child with asthma giving a marked reac- 


more I tested the more I found 
tests. 
I thought it was an easy case, that we 
But the mother said the child 


tion to oats. 
would just eliminate oats. 
did not eat oatmeal, that it would never eat it. I sup- 
pose if the child had been able to talk at the age of 
three months it would have expressed itself as being 
one of those individuals with gastro-intestinal reactions. 
You can get great assistance from your skin tests, but 
you cannot get all of your information from them. 

I thought you would be interested in the form of his- 
tory blank that we use in the Medical College. The 
first item on it is the chief complaint, by which, as 
Dr. Swineford says, the patient usually makes the diag- 
sees a doctor. Next is the present 
many things Dr. 
the periodicity of the 
which them, 
The next item is the family his- 


nosis before he evei 


illness. In that we include which 


Swineford has suggested, that is, 
symptoms, the things might cause such 
as drugs or food, etc. 
when we are in doubt as to 


The history of past ill- 


tory, which is of value 
whether the patient is allergic. 
nesses is usually not of much value, except that occa- 
sionally a patient dates his disease back to an attack 
of measles or influenza, etc. 

The analytical history takes in the occupation of the 
patient and the animal contacts. You 
prised to find out how frequently the chickens in the 
backyard are not even thought of as animal contacts. 
Other items are residence, change of residence, whether 
the house is damp or dry, the location of surrounding 
buildings; then what is inside the residence, what kind 
The sur- 


would be sur- 


of mattress the patient sleeps on, pillows, etc. 
rounding buildings—for instance, if there is a dairy near, 
or a livery stable, or factories of various kinds. 
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The patient’s habits, we find, are very interesting. 
Sometimes a man has his asthma only after sprees, etc. 

The history of a typical attack begins three hours be- 
fore the attack and takes in everything that the patient 
can think of, in minute detail. Often it is of great help, 
because it brings out things which the patient has not 
thought of before. 

I should like to congratulate Dr. Swineford on his 
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paper and also on his being able to get the student: to 
do much more elaborate work than we have succee ed 
in doing. 


Dr. SwINEForD, closing the discussion: I should | ke 
to thank Dr. Gardner for her discussion of my pa ¢r. 
She brought out a good many points which time did ‘ot 
permit me to bring out and which I think are ex: a- 
ordinarily well taken. 





DIATHERMY—ELECTRICALLY AND CLINICALLY.* 





J. O. Frrzcerarp, Jr., A. B., M. D., F. A. C. P. T., 
Richmond, Va. 


Hippocrates is quoted as having said ‘““Those dis- 
eases which medicines do not cure, iron (the knife) 
cures; those which iron cannot cure, fire cures and 
those which fire cannot cure, are reckoned as wholly 
incurable.” 

Over enthusiasm is the vehicle upon which many, 
if not most, medical methods have ridden—many 
of them to comparative oblivion—others up the hill 
of opposition, finally to a crest of popularity and 
thence rolled back to lower levels of substantial and 
dependable usefulness. The present enthusiasm for 
hyperpyrexia is the result of recognizing fever as 
one of the beneficial, protective body reactions. 

A controllable fever, local or general, would seem 
to offer in this field help limited mainly by our 
judgment of the doses to be used. Diathermy is one 
of the answers to this need. Diathermy—dia— 
through, therma=heat—is a term which was coined 
by Franz Nagleschmidt about 1912 and accepted to 
indicate the use of a high-frequency electric current 
for heating the tissues of the body. 

Electricity is a form of energy which, when in mo- 
tion, produces magnetic, chemical, mechanical and 
thermal effects and, whether at rest in motion, has 
effects upon other electricity. It may be positive or 
negative. The flowing of electricity may be undi- 
rectional, as in a galvanic current 


+—>—> — 


when the flowing is the result of chemical action or 
it may be alternating, usually generated from mag- 
netic fields and in this case there is a back and forth 
flowing from + to — and — to + but the flow is 
continuous as to time and its variations in strength 





*Read before the Richmond Academy of Medicine. 


are the same on each side of the zero line. This 


flow is represented in graph thus; 
‘aay 

the flowing on either side of the zero line is called 

an oscillation and two adjoining oscillations are 

called a cycle. 

Our lights in most territory are made by a 60-cycle 
alternating current, having, of course, 120 oscilla- 
tions per second. 

If an alternating current is applied to muscle 
there will result muscle contractions and some chem- 
ical effects; in currents having less than 10,000 oscil- 
lations per second above this frequency, oscillations 
occur too rapidly to produce muscle contractions. 
For this reason diathermy currents oscillate at the 
exceedingly high frequency of 500,000 to 50,000,000 
per second. This rapid reversal of polarity elimi- 
nates muscle contractions and happily, the same high 
frequency eliminates chemical action. 

Referring again to our definition of electricity as 
an energy producing magnetic, chemical, mechanical 
and thermal effect, we find magnetic effects do not 
influence body tissues and we have by the high fre- 
quency of oscillation eliminated chemical and me- 
chanical effects. There remains the thermal. Dia- 
thermy is a thermal current. Incandescent electric 
lights are the result of heating filament in a closed 
bulb. This heating is produced by the resistance in 
the filament, or the friction, to the flow of current. 
Chemical effect or oxidation of the filament has been 
prevented in the bulb by eliminating the oxygen. 

Similarly in diathermy, after removing chemical 
and mechanical effects by high frequency, resistance 
to the flow of current, or friction to it, in the body 
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ues is used to produce an easily controllable 
ount of heat in the tissue area desired. We know 
t heat is produced all along the path of the cur- 
it through the tissues. 

Our house currents are conducted in a circuit. 
st so with diathermy current, it must have a cir- 


a 


it. This circuit is from the generator over a con- 


cting wire to a suitable metal plate or electrode 


iced either against a body surface or in a body 


vity, thence through the body tissues to its emer- 
cence where it flows into a second electrode and over 


y 


nother conducting wire to its origin. 

The heat generated may be spread out over a 
large body area, or concentrated and intensified by 
varying the size of the applied electrode. If equal 
heating is desired all through the body, equal sized 
electrodes are used on the opposite sides, but if we 
diminish the size of an electrode the area covered 
by the small electrode will continue to carry the 
same amount of heat. This concentration of heat 
is utilized to vary the heating effects and may be 
carried to any desired point, frequently being utilized 
as a surgical procedure for coagulation or carboniza- 
tion of accessible tumors or diseased body parts. 

Medical diathermy is the use of high-frequency 
current to heat body tissues within their tolerance 
and without destruction. 

Heating of the body within tolerance is pleasing 
and desirable in many conditions as is evidenced 
by the large numbers of things so used, varying from 
infra red lamps, lights, hot water bottles, etc., to the 
humble salt bag or hot flask. 

But before diathermy we knew no way of pro- 
ducing controllable deep tissue heating with its de- 
sirable effects. Many of these effects depend upon 
the body’s heat regulating efforts and devices. 

Immediately upon the generation of heat in one 
body area in excess of normal or above that in 
adjacent tissue, the body makes effort to carry off 
this excess to other parts so that equalization of heat 
and heat elimination may occur. An increase in cir- 
culation locally, both the speed and amount of blood, 
occurs at once. 

A few of these results may be mentioned and dis- 
cussed. 

Effects of heat on 

A. Body Tissues 
I. Dilatation of blood vessels 
1. Thinning vessel wall 
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2. Increased permeability or penetra- 
bility 
II. Increased blood volume 
1. Cytology 
a. Red cells (increased oxygen) 
b. White cells (increased phago- 
cytes) 
2. Plasma 
a. Nourishment 
b. Ferments 
c. Antibodies 
III. Increased metabolism 
1. Anabolism 
2. Katabolism 
IV. Increased tissue drainage 
V. Decrease of pain 
B. Bacteria 
I. Reduced reproduction and growth 
II. Reduced toxin production 
So much for the good effects upon the body. They 
all seem desirable except in the presence of certain 
pathologies which, when recognized, contra-indicate 
these effects. 
So far as is known these contra-indications may be 
listed as: 


1. Tuberculosis 

2. Circumscribed pus 

3. Hemorrhage 

4. Malignancy 

5. Over activity of internal glands 
6. Paralysis of sensory nerves. 


The effects on infection may be theorized from 
test-tube experience and from the fact that the fever 
is a protective body reaction. 

In glass if a bacterial culture is raised above its 
optimum temperature (and we know this optimum 
for pathogenic strains to be 98.6° F.), there is a 
limitation of both reproduction and growth and 
also toxin formation. 

Where maximum toxicity is desired cultures should 
be grown on the best adapted media and at optimum 
temperature; a variation of several degrees upward 
in temperature, above optimum, frequently upsets 
this toxicity production. 

It would seem that in case of infection diathermy 
would increase tissue nourishment, repair and resist- 
ance and decrease bacterial growth and toxicity. 

Now let us discuss a few definite conditions. We 
are all acquainted with the work of Dr. Harry E. 
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Stewart using diathermy in pneumonia. About 1921 
he theorized it would be a valuable help in this 
acute disease. In March, 1935, he made, among 
others, the following statements—‘‘My series of 
pneumonias treated by diathermy is now nearly 
10,000 cases. Of 947 cases which were treated with 
diathermy in the first forty-eight hours only eight 


Fig. 1.—White female—twenty months. Lobar pneumonia. 


have died. No matter with what type of infection 
vou are dealing, diathermy, properly applied, re- 
duces your mortality 70 per cent.” 

My own series of pneumonias treated with dia- 
thermy now totals fifty-three cases—of these five 


cases have died. I would like to tell you about these 


presenting the facts in no way as excuses or alibis. 
The first case treated died; this patient had driven 
240 miles knowing that her temperature was 102 
degrees F., when her trip was begun—she was the 


only patient in my series receiving only one treatment 
in each twenty-four hours. 

The second death was of a woman who had several 
days previously been operated on for ruptured ap- 
pendix and was found to have a general peritonitis. 
She developed pneumonia as part of her general 
sepsis. She received three diathermy treatments for 
pneumonia but died of general sepsis of which her 
pneumonia was part. I was interested in this con- 
nection to note the advice of Dr. R. Kovacs that 
diathermy is valuable as a post-operative procedure 
to prevent pneumonias. 

The third death was of a seven-weeks-old infant 
whose treatment with diathermy was begun on the 
He had a massive 
He developed 


a complicating meningitis with convulsions, the con- 


third day of the pneumonia. 
consolidation of the entire left lung. 
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twenty months. Post-influenzal 


pneumonia. 


Fig. 2.—-White female 


dition rapidly became so critical and the end so ap 
parent that no spinal puncture could be made. 
The other two died toxic deaths in spite of di 
thermy. 
Now to answer one question in advance, these 
patients had, in addition to diathermy, other treat- 


ment as was indicated. 


Dete 
Day of 
Disease 


fifty-seven years. Post-influenzal 


pneumonia. 


Fig. 3.—White male- 


I have charts of three consecutive cases. These 
charts were not selected but taken one, two, three. 





—j ff 





be} + + HS 





se 


( 
| 


o of these are children in their second year. 
imber 1 was begun on diathermy as soon as pneu- 
nia was diagnosed. Five diathermy treatments 
re given with the resulting chart. 
Number 2 was a post-influenzal pneumonia which 
id run a temperature of 104 degrees to 106 degrees 
for five days. The slide shows a satisfactory 
sponse, but much slower than in Number 1. 


a 


Number 3, a case of pneumonia in a white male, 


years old, was post-influenzal and accompanied 


a marked delirium and a low leukocyte count. 
freatment with diathermy was begun within twelve 
hours of the diagnosis. In our effort to hurry leuko- 
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cyte response the antigen was given into the dia- 
thermed area trusting an increased absorption would 
take place. 

Diathermy seems a valuable aid in certain joint 
and tendon pathologies. It is not desirable to feel 
its only use is in the pneumonias. And diathermy, 
manipulations and muscle development aid materially 
in reducing disability from ankylosis and adhesions 
occurring about injured joints and tendons. The 
pictures taken of hand injury cases show in each 
before and after treatment with diathermy and ma- 
nipulation. There are many pathologies aside from 
these which definitely show help from diathermy. 


Fig. 4.—Ankylosis in third and fourth fingers. 


5.—-Ankylosis 


of index finger. 


Fig. 6.—Ankylosis of fingers and thumb. 
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Fig. 7.--Apparatus described in text. 


Approximately 35 per cent of arthritics are im- 
proved from the increased circulation about the joint 
and the lessening of pain, which are produced by 
the heat. It is gratifying to have treated several of 
these cases with satisfactory results. One in par- 
ticular had suffered from lumbar spurs with shorten- 
ing of the posterior leg tendons. This patient had 


been virtually promised a wheel chair existence. . 


She came in on crutches but in two months was driv- 
ing her car. In four months she was discharged 
and after twenty-three months there is no recurrence. 

It is interesting to note that different doses of dia- 
thermy may cause either the deposit or absorption of 
calcium. 

Kovacs and Polmer each report several cases of 
bursitis which by X-ray show calcification before 
treatment and normal X-ray and clinical bursae after 
treatment. 

Probably neuritis, bursitis and fibrositis patients 
will be among those most grateful for and relieved 
by proper diathermy treatments. 

Nagleschmidt and Robertson are reporting excel- 
lent results in stimulating hypo-functioning glands. 
From my own experience the stimulation of kidneys, 
thyroids and the hyp-functioning ovaries of meno- 
pause are worth while and helpful procedures. 

Another most worth while field for this therapeusis 
is in pelvic inflammations. Bierman reports curing 


95 per cent of his pelvic gonorrheas by a combination 
of general body fever and increasing the pelvic tem- 
perature to 110 degrees or 112 degrees F., by local 
pelvic diathermy. From my own experience many 
of these pelvic infections, although not so large a 
percentage, are cured by pelvic diathermy. 

Surgically, diathermy is frequently the method of 
choice in removing warts, moles, skin blemishes and 
rodent ulcers. 

Many rhinologists are using it as submucous coag- 
ulation in enlarged turbinates and for coagulation of 
polyps. 

In gynecology, attack with surgical diathermy on 
infected cervices is a most valuable aid. While I 
personally prefer first to treat these cases conser- 
vatively by galvanic ionization and medical dia- 
thermy, the more resistant cases are nicely “cleared 
up” by some of the surgical methods. To date we 
have various conization and coagulation methods. 
These slightly lacerated and sometimes enormously 
enlarged cervices are frequently cured at one sitting 
by proper surgical diathermy. Urethral caruncles 
and uterine polyps also disappear nicely. 

There are so many places in which diathermy is 
a valuable adjunct, that I present these as a few of 
the proven uses. 

So much is being said and written about the more 
recent radiathermy that I would like to say that all 
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hich has been said of conventional diathermy seems 
true of radiathermy—and more. Conventional dia- 
hermy is a radio wave in the 300 to 500 meter 
ngth, while radiathermy is a radio wave in three 
neter to thirty meter length. There are technical 
lifferences of application, etc. 

Figure 7 shows the approximate spectrum and 
ome of the apparatus used for the generating of 
waves used in the medical work. 
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Finally, I know of no other field of medical ef- 
fort which will yield more definite help to us in our 
efforts to correct pathology than Physical Therapy. 
A definite diagnosis of our cases and clear under- 
standing of the pathology present, coupled with def- 
inite understanding of the mode in which physical 
forces exert their influence, will help to cure many 
acute and chronic sufferers. 

1103 West Franklin Street. 


EXTERNAL VERSION IN THE EIGHTH MONTH FOR 
BREECH PRESENTATIONS.* 
P. E. THornumt, M. D., F. A. C. 5S., 


Diplomate American Board of Obstetricians and Gynecologists. 
Norfolk, Va. 


In order to obtain advantage from prenatal care, 
one naturally must make use of the information it 
reveals. One of the objectives is to learn the posi- 
tion of the child in the latter months of pregnancy. 
The questions I wish to discuss are these:—(1) How 
much does breech presentation and breech delivery 


And (2) When 
to do 


increase birth risk for the child? 
a breech is diagnosed, what should we try 
about it? 

The incidence of breech presentation is about 
three per cent. 

Frequently we hear doctors say of these cases. 
“Oh, I don’t pay much attention to them; I can 
deliver them one way about as well as the other, 
and I don’t recall that I ever lost one.” But I fear 
such men either have not had many breech deliveries, 
or their memories are poor, or their records are de- 
ficient, and that they have not taken the trouble to 
compare the actual damage with that of their vertex 
cases. 

Among authorities and writers, there is complete 
agreement that breech delivery greatly increases the 
risk to the child. Dr. J. Whitridge Williams,’ in his 
textbook of twenty-five years ago, says, “In view 
of the serious fetal prognosis attending breech pres- 
entations, the obstetrician should aim to prevent their 
occurrence as far as possible, and whenever they are 
diagnosed in the latter weeks of pregnancy an at- 
tempt should be made to substitute a vertex presen- 





*Read before the sixty-sixth annual session of the Medi- 
cal Society of Virginia, at Norfolk, October 15-17, 1935. 


tation, by means of external version.” He gave the 
fetal mortality for breech delivery between ten and 
fifteen per cent. 

In this paper, our figures and discussion concern 
primary breech presentations only. Cases in which 
podalic version and extraction was done for dystocia 
are not counted, for among these the fetal mortality 
is of course much higher. Also, consideration is 
limited to ‘“‘corrected” figures, which means the ex- 
clusion of cases of twins, prematures, malformation, 
and macerated fetuses. ‘The effort 
fair comparison of birth risk, as between primary 


is to make a 


vertex and breech presentations. 

For the delivery of such breech cases, Pierson,” 
of Sloane Maternity, reported a corrected fetal mor- 
tality of 12 per cent; Caldwell and Studdiford,® of 
the same institution, more recently reported 11.1 per 
cent; Taussig,* of St. Louis, gives 11.6 per cent; 
Gordon, Garlick, and Oginz,° in a survey of Brooklyn 
hospitals wherein there were 2,600 breech deliveries, 
reported 12.6 per cent; McGuiness® found 19.8 per 
cent; among the hospitals of London, Gibberd’ found 
12.6 per cent. The lowest rate found was among 
550 cases by Cannell and Dodek,* of Cleveland, last 
year, 634 per cent. Litzenburg,’ in the Journal of 
Obstetrics and Gynecology, states, ““The after-com- 
ing head in breech or version delivery is particularly 
susceptible to intracranial injury. The death rate 
is about 10 per cent. Skilled operators will not 
lose so many, but the average physician, without 
marked skill, will lose more than 10 per cent.” 
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Therefore, a conservative estimate of the average 
fetal mortality for primary breech deliveries is 12 
per cent. 

Compare this with the fetal mortality in the ver- 
tex deliveries of normal full-term babies. Text- 
books place the mortality at about 1 per cent. Ex- 


act figures are difficult to cbtain, because this group 
is not ordinarily segregated. Caldwell and Studdi- 
ford speak of the general mortality of viable in- 
fants, apparently including faulty presentations, as 
being below 2 per cent. Plass and Alvis’ in the 
State of Iowa, among 76,000 spontaneous vertex full- 
term deliveries, found a fetal mortality of exactly 
1 per cent. So it may safely be stated that the deaths 
from birth injury are at least six times greater in 
breech than in vertex presentations. 

In addition to the number that die, another large 
percentage unquestionably receive lasting injuries 
that are not at once apparent. In the Brooklyn 
survey mentioned, an additional 4 per cent of the 
breech babies were reported Bronson 
Crothers," of Harvard, writing in the Journal of 
Medical Sciences; F. R. Ford,}* of Johns Hopkins, 
in Archives of Neurology and Psychiatry; Hugo 
Ehrenfest,!* in his excellent monograph on Birth 
Injuries; and F. A. Hemsath, in the Journal of 
Obstetrics and Gynecology, on “Birth Injuries of the 
Occipital Bone,” all give evidence of the increased 


injured. 


danger in breech birth. With them, breech delivery | 


is a very serious matter because hidden non-fatal 
injuries are numerous, as well as deaths. 

Dr. Crothers explains that, by traction on a baby’s 
legs or hips, we easily rupture the spinal cord for 
the reason that the cord is firmly anchored by the 
cauda equina below and by the large cervical roots 
above, and that it does not stretch as easily as the 
spinal column itself. He also says that by traction 
on the neck, the medulla with its vital centers may 
be drawn down into the vertebral canal. 

Dr. Hemsath, in his article, reports 166 consecu- 
tive autopsies on viable still-births and neo-natal 
deaths. He describes an injury to the occipital bone 
which he calls an “‘Osteodiastasis,” a separation of 
unossified segments due to excessive bending. It is 
produced by pressure below the occiput, as happens 
in breech delivery when the occiput meets the pubic 


? 


arch. Among the cases delivered by version and ex- 
traction, he found this injury in 48 per cent; among 
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the cases of primary breech extraction, he found it i: 
33 per cent. 

In years past we believed these babies died fror 
asphyxia; now it is well established that most oi! 
them die from injury instead. This is an impor 
tant point for us to recognize and remember. 

In the interest of the child, therefore, breech de- 
livery is something to be avoided, if there is an 
possible way. 

Among the strong advocates of external version ar 
Ryder,” Bartholomew,!® McGuiness, Taussig, Cald- 
well and Studdiford, Cannell and Dodek, and Ehren- 
fest. Ehrenfest says “External version probably 
becomes one of the most important prophylactic 
measures against injury to the baby.” And Caldwell 
and Studdiford, after describing their conservativ: 
technic for delivering breech cases, give, in conclu- 
sion, as their first recommendation—“Better pre- 
natal care, including external version in proper 
cases.” 

Some twelve years ago the writer became interested 
in this subject, and began trying to rotate the breech 
cases, keeping careful record of results. The effort 
to do this is recommended as an excellent means oi 
improving one’s diagnostic ability. The ease with 
which some of the babies were turned was a matter 
of surprise and interest. 
was found more difficult. 


In primiparas, of course, it 

Relaxation of abdominal 
muscles was found to be essential, and for this the 
co-operation of the patient was found highly impor- 
tant. 

At first, tight binders were used to maintain the 
new position, but, except for relaxed abdominal wall, 
these weré soon omitted as being uncomfortable and 
unnecessary. 

The series here reported consists of fifty-eight pri- 
mary breech presentations, cases that were essential] 
normal otherwise. Cases of prematurity, twins, mal- 
development, and macerated fetus, were excluded. 

Twenty-three were primiparas, thirty-five were 
multiparas. Most had been under personal observa- 
tion, but two of the referred cases were within ten 
days of labor when first seen, and two others were 
first seen in consultation in early labor. 

Of the fifty-eight diagnosed, forty-nine were suc- 
cessfully rotated by external version—841/ per cent. 
Forty resulted in a spontaneous vertex delivery with 
an uninjured child. 
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Of the nine we were unable to turn, five were not 
seen until in the ninth month, five were primiparas, 
ind two had babies weighing nine pounds. 

Of the nine that were successfully turned but re- 
juired assistance for delivery, two had cesareans 
for disproportion, six required forceps, and the other 
was a 914-pound baby with which we had difficulty 
in extracting the shoulders. This was the only still- 
birth and the only known injury in the series. I 
suspect that, by traction on the occiput and chin, 
either the occipital bone was injured or the medulla 
was pulled down into the vertebral canal, as Dr. 
Hemsath warns may happen, in either a vertex or a 
breech delivery, when traction on the neck is made. 

Forty of the forty-nine were turned during the 
eighth month. For obvious reasons, this is the most 
favorable time; little engagement has taken place, 
the baby is then small enough to turn easily, and 
yet it is large enough to readily maintain its new 
position. Only five of these had to be turned a 
second time. 

None of the cases in this series required the X-ray 
for diagnosis. 

Anesthesia was used for only two, the ones seen 
in consultation in early labor. In both the mem- 
branes were unruptured and engagement was slight. 
Under light anesthesia, external version was success- 
ful, and both delivered spontaneously in vertex posi- 
tion. 

Among primiparas, seventeen out of twenty-three, 
or 74 per cent, were successfully turned. 

In no case was there complication with the cord, 
nor did any show evidence of detachment of the 
placenta. In no case did the manipulations start 
premature labor. 

It was my observation that spontaneous change 
from breech to vertex, or vice versa, Was very un- 
usual after the thirty-fourth week except in cases of 
hydramnios, relaxed abdominal wall, or malforma- 
tions. 

For the unusually good results here reported, I 
Ac- 
curate diagnosis of fetal position is of course a first 


have only the following explanation to offer: 


essential; and one should know that the pelvic out- 
let is clear, and that the child is alive. Then, with 
such gentleness of fingers that the patient can main- 
tain relaxed muscles, the breech is disengaged from 


the pelvic brim. One hand, with steady pressure and 
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perhaps a circular motion, moves this pole upward 


and toward the child’s back, while the fingers of the 
other hand press steadily downward on the occiput, 
gradually working that pole toward the pelvis. 
Plenty of time should be given, so that muscular 
resistance is not aroused. With the occiput over the 
pelvis, the breech should be drawn well around to 
over-correction and then pushed firmly downward to 
promote flexion and engagement. The key to suc- 
cess is probably the avoidance of muscular resistance. 


SUMMARY 

External version is comparatively easy to perform. 
Its dangers have been over-estimated. After the 
thirty-fourth week, the new position is readily main- 
tained. 

As far as life is concerned, it is at least six times 
safer to be born in vertex than in breech position. 

As far as non-fatal injury is concerned, little exact 
data seems available, but from the statements of 
pediatricians, neurologists, and school authorities 
who deal with backward and handicapped children, 
the additional number must be considerable. 

When attempting external version, only gentle 
manipulations should be used; violent efforts are 
undoubtedly dangerous. Anesthesia should rarely 
be employed. 

A series of fifty-eight cases is reported. Forty- 
nine of these were successfully turned, and forty re- 
sulted in spontaneous vertex deliveries. 

In conclusion, I would borrow a statement from 
the Cleveland men mentioned, “The greater use of 
external cephalic version is unquestionably the most 
useful procedure in the prevention of breech mor- 
tality.” 
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DIscussION 

Dr. Waverty R. Payne, Newport News: I think that 
this brings to our attention a very interesting subject. 
In order to make the diagnosis of breech presentation 
at eight months pregnancy, one certainly has to make 
frequent and very careful examinations. The difference 
in mortality between breech and vertex presentation is 
well agreed upon. A few years ago Dr. Piper, of Phila- 
delphia, invented a forceps for breech delivery, which 
reduced the mortality by about 30 per cent in his clinic, 
but even at that the mortality is still a good deal higher 
than in vertex deliveries. 

The etiology of breech presentation is still uncertain. 
I recently heard a discussion on that subject. This fel- 
low had worked it out on the basis of the specific gravity 
of the amniotic fluid. He found that when the baby 
was put in amniotic fluid in sufficient quantity it al- 
most immediately turned into a breech, and when put 
in water it almost invariably turned into a vertex. So 
it is still unexplained why vertex is still the most fre- 
quent presentation and breech is comparatively rare. It 
is a fact that a certain number of breech presentations 
will turn themselves in the last twenty-four hours. That 
is still unexplained. 

The infant mortality in this group certainly speaks 
well for the author. 

There is one question I should like to raise and ask 
Dr. Thornhill’s opinion about, and that is the advisabil- 
ity of attempting to change these presentations in the 
case of elderly primiparae. I personally am a little bit 
afraid of breech labors in primiparae around thirty-nine 
and forty; and I think when they come to term, or near 
term, with breech presentation it is a very doubtful 
proposition, and in my mind cesarean section should be 
done. 

I should like to emphasize the necessity of securing 
relaxation. In the first place, it certainly makes the 
procedure possible, and, in the second place, it lessens 
the danger (or very slight danger) of separation of the 
placenta. 

I certainly congratulate Dr. Thornhill on his results. 
I have looked the literature over a little bit, and I have 
been unable to find a series that compares favorably 
with Dr. Thornhill’s. 


Dr. G. BenTLEY Byrp, Norfolk: I think Dr. Thorn- 
hill really deserves a good bit of credit here to have done 
this many versions and to have gotten the results he 
has. Personally, I have always felt that the less you 
meddle in obstetrics, the better off you are. 

I am not always certain whether I have a breech er 
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whether I have a vertex. 
felt I had a breech presentation at the beginning of lab: 
but when the baby was born, it was born as 95 per ce 
of them are, head first. For this reason I have be 
hesitant to tamper with my presentations. I like to | 
certain that I have one pole or the other presentin 
Before I deliberately attempted an external version « 
a baby, I think I would at least get an X-ray pictur 
to be sure that my version was not to be in the wron 
direction. 

I realize that the mortality of breech babies is ver 
much higher than those presenting by vertex. 
if you leave them alone most of them will be born 


I know many times I ha 


However 


normally, even in breech presentations. I know that some 
time I am going to get in a lot of trouble with a breech 
Personally, I am scared of breech presentations. So 
far, I have been lucky. 
unless you are especially skilled in doing it, and un 
less you are absolutely sure of your position, it is bet- 
ter to let them alone, and not attempt an external ver- 
sion. 

I noticed in his series, Dr. Thornhill had nine cases 
that did not result in spontaneous vertex deliveries, af 
ter the external versions had been done. What hap 
pened to these? I should like to hear some further dis- 
cussion on this subject. 


However, I really believe that 


Dr. THORNHILL: Two had cesareans, for dispropor- 
tion; six had forceps; and the ninth was the one we lost. 


Dr. : I should like to ask 
Dr. Thornhill what proportion of those babies he turns 
in an occipito-posterior position rather than an occipito- 
anterior? 





Dr. : I want to ask what 
happened to the ones he was not able to turn? There 
were quite a few that he was not able to make an ex- 
ternal version. 
cult to deliver than the average breech case. 


Dr. THORNHILL, closing the discussion: I would like 
to have included in this paper something about the 
etiology which Dr. Payne mentions. 
notes, that twelve out of forty-nine private cases showed 
evidence of disproportion; two had moderate hydram- 
nios; and six had definitely relaxed walls. These are 
some of the common factors in etiology. 

In the presence of breech presentation and possible 
disproportion, I would contend that external version is 
particularly indicated. There is great advantage in hav- 
ing the baby’s head at the pelvic brim whenever the 
question of disproportion arises. This fact I think needs 
no argument. 

Regarding spontaneous rotation in the latter months, 
it is my practice to make an abdominal examination 
every two weeks, during the last two months, and very 
rarely have I found a baby changing its presentation 
spontaneously during that time. Except with relaxed 
abdominal wall or with hydramnios, I think it is uncom- 
mon. 





I just wondered if they were more diffi- 


I can say, from my 
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Replying to Dr. Byrd, the ability of diagnosis depends 


n individual training and practice. There is nothing 
rechnically difficult about it. Anyone who routinely tries 
‘o diagnose presentation will rapidly improve his skill. 

Though evidently not much in favor of external ver- 
sions, Dr. Byrd admits a definitely higher fetal mortality 
in breech deliveries. I am sure that is the experience of 
everybody. 

Replying to the question about occipito-posteriors after 
version, among the forty spontaneous deliveries, one 
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started labor as an R. O. P., and another as an L. O. P.; 
among the six forceps cases, only one was a persistent 
occiput-posterior. So I am sure there was no increased 
incidence of occipito-posteriors in our rotated group. 

Regarding the nine we diagnosed but failed to turn, 
there was nothing remarkable; all were breech extrac- 
tions of various sized babies. None happened to die, 
but three in this group were seriously exhausted and 
apneic, showing the usual high incidence of apnea in 
breech deliveries. 





ESSENTIAL HYPERTENSION AND BRIGHT’S DISEASE: THEIR 
DIFFERENTIAL DIAGNOSIS AND TREATMENT.* 


Pau. D. Camp, M. D., 
Richmond, Va. 


Essential hypertension is a clinical entity in which 
high blood pressure is the essential finding and in 
which there is no evidence either clinical or post- 
mortem of primary inflammation of the kidneys. 
From the time of Bright and even until recently the 
condition has either been known under a variety of 
names or has been missed completely. Formerly most 
all cases presenting hypertension were considered as 
some type of nephritis even though definite kidney 
damage were not proven and such cases were called 
“cardio-renal disease” or “chronic interstitial ne- 
phritis.” The fact that essential hypertension is a 
definite clinical entity has only recently been appre- 
ciated. Essential hypertension accounts for about 
95 per cent of the cases of elevated blood pressure 
and nephritis accounts for the majority of the re- 
mainder. 

Chronic glomerulonephritis or chronic hemorrhagic 
Bright’s disease follows at varying intervals after 
acute nephritis, which may or may not have been 
recognized. A great many of these acute cases get 
well, a few die in the acute stage and some improve 
and reach a latent stage, while others pass on 
through a subchronic phase into the chronic phase 
and terminate in uremia. The pathologist classifies 
the kidney of the subacute or subchronic stage as 
the large white kidney, whereas that of the chronic 


stage is represented by the small granular secon-_ 


darily contracted kidney. 
The clinical picture presented by chronic glo- 
merulonephritis is a very varied one. 
*Read before the 
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along for years without symptoms until they sud- 
denly go into a uremic coma. Others present no 
sypmtoms except slight weakness or malaise. Head- 
aches and gastro-intestinal symptoms are among the 
symptoms most frequently found. The cardinal 
signs are hypertension, edema and evidences of renal 
impairment revealed in the abnormal urinary and 
blood findings. 

In nephritis the severity of the initial attack is 
not always an accurate guide as to the final out- 
come. During the first year complete recovery is 
possible even in the severest cases; however, it is 
improbable in severe cases of several months dura- 
tion. In general, cases with early edema offer a 
better prognosis than those with early high blood 
pressure. Complete recovery scarcely ever occurs 
after the nephritis has been present for two years 
The most important factor in determining 
the prognosis is the rate at which the renal impair- 
ment progresses. In chronic glomerulonephritis the 
development of frank cardiac insufficiency is un- 
usual; in by far the great majority of these patients 
the cause of death is due to uremia, which state is 
brought about by failure of the kidneys. 


or over. 


There have been a great many tests devised and 
proposed for use in determining the degree of renal 
function. Some of these have been shown to be of 
no value, others are of value but are very compli- 
cated technically and cannot be carried on outside 
an elaborate laboratory; however, there are a few 
tests which are of great value and which have the 
unusual virtue of being very simple. Such is the 


concentration test. The principle of this test is to 
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determine whether or not the kidney is able to se- 
crete a urine of high specific gravity. The rise or 
fall in concentrative power indicates progress for- 
ward or backward. Of course, in all suspected 
nephritis cases the routine urine examination should 
be done, paying particular attention to the specific 
gravity, which will usually be found to be lowered; 
to the amount of albumin, and this will vary with 
the stage of the disease; and to the microscopic 
study of the urinary sediment which will reveal, 
quoting Addis and Van Slyke, “Red cells in varying 
numbers, blood, epithelial and granular casts in all 
stages except terminal. Hyaline casts in all stages. 
Broad ‘renal failure’ casts in terminal stages.” 


EssENTIAL HYPERTENSION 


Although arterial hypertension is a cardinal symp- 
tom of chronic glomerulonephritis, this disease ac- 
counts for only a small proportion of cases of ar- 
terial hypertension, whereas cases of essential hyper- 
tension make up a very large percentage of cases of 
arterial hypertension. In the condition of essential 
hypertension there is no evidence, either clinical or 
post-mortem, of primary inflammation of the kid- 
neys, and such renal lesions as are found are con- 
sidered by modern workers in this subject to be 
secondary to the hypertension. In addition to chronic 
glomerulonephritis ‘there are certain other conditions 
which cause a persistent high pressure in the sys- 
temic arteries. ‘The most important of these are in- 
creased intracranial pressure which may be found in 
cases of brain tumor, chronic lead poisoning, rare 
cases of suprarenal tumor, and some cases of thyro- 
toxicosis. There have been a great number of theo- 
ries advanced to explain the cause of high blood 
pressure; however, if we except the above named 
conditions the cause still remains not proven. Sir 
Thomas Lewis states, ““The immediate cause of the 
increased blood pressure is almost certainly increased 
tone of the peripheral vesesls, and especially the 
arterioles. But the reason why there is persistent 
increase of arteriolar tone has not yet been discov- 
ered.” In a series of 708 cases of essential hyper- 
tension reported by Paul White and Duckett Jones, 
63 per cent of the patients were in the sixth and 
seventh decades; only 21 per cent were less than 
fifty years of age. 

There are no characteristic symptoms of essential 
hypertension nor of hypertensive heart disease until 
complications set in. The condition is often pres- 


VIRGINIA MEDICAL MONTHLY 


| June, 


ent for a number of years without causing symptom 

and may be picked'up on routine examination dur 

ing which the blood pressure is found to be elevate 
and it is often a surprise to the patient and th 

physician alike. The constant high pressure i 
sooner or later followed by marked arteriosclerosi 
of various organs, and then symptoms characteristi: 
of dysfunction of these organs appear. For example, 
dysfunction of the brain may cause headache, dizzi 
ness, fatigue, and nervousness, minor or severe at 
tacks of paralysis, apoplexy, or change of disposi 
tion. Sooner or later in most cases the patient pre 
sents signs and symptoms of cardiac insufficiency. 
Shortness of breath after exercise is usually the first 
symptom; this is usually slight at first, but as th: 
disease progresses the symptoms become worse. Even 
before the advent of severe dyspnea, cardiac asthma, 
thought to be connected with sudden attacks of acute 
failure of the left ventricle usually occurring at night 
and resulting in the starting of asthmatic breathing, 
may occur quite often. Pain, either the dull aching 
type of myocardial fatigue or the anginal type due to 
coronary sclerosis, is a frequent symptom. In addi- 
tion to or perhaps separately from the cardiac signs 
of enlargement of the heart, dilatation of the aorta, 
basal and apical systolic murmurs, etc., there maj 
develop signs of serious involvement of the brain or 
kidneys presenting their characteristic signs and 
symptoms. 

The prognosis in esesntial hypertension is modi- 
fied by a great number of factors, the chief of these 
being the condition of the cardiovascular system. 
The duration of life from the onset of symptoms is 
considered by Lewis to be about ten years; however, 
as the disease is so insidious in its onset and may 
cause symptoms for years, it is probable that the 
total duration of high blood pressure is at least 
twenty years or more, and patients have been known 
to live over a period of ten to twenty or even thirty 
years with a high blood pressure. 

Points to be considered in the differential diag- 
nosis of the two conditions are: First, History. A 
history of subacute nephritis in the past tends to 
rule out the diagnosis of essential hypertension; a 
family history of “strokes,” apoplexy, or high blood 
pressure favors essential hypertension. Second, Age. 
Essential hypertension is rare before the fortieth 
year and chronic nephritis is rare after the fortieth 
Third, Blood Pressure. Higher blood pres- 
sures (250 and over) are rare except in essential 


year. 
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liypertension; blood pressure is more stable in ne- 
hritis. Fourth, Urinalysis and other examinations. 
I hese reveal evidence of kidney damage in nephritis; 
in essential hypertension only slight abnormalities 
Fifth, 
In chronic nephritis death is more often 


of urine are noted and these are secondary. 
Death. 
uremic, whereas in essential hypertension it is more 
Ks- 


-ential hypertension occurs much more frequently 


often from cardiac failure. Sixth, Frequency. 


than chronic nephritis. 


TREATMENT 

The treatment of chronic glomerulonephritis and 
of essential hypertension has a number of things in 
common, Of course, a patient who has a rapidly 
progressing glomerulonephritis with severe renal im- 
pairment and edema should be kept in. bed and 
treated with severe protein and salt restriction; how- 
ever, I wish to consider the ambulatory cases of 
chronic nephritis and essential hypertension, point- 
ing out certain differences as I come to them. First, 
Diet. 
halanced diet that is sufficient to keep them at their 


These patients should have a mixed, well- 
normal weight or slightly under this. Obesity is to 
be avoided, and if these patients are obese their 
diet should be carefully reduced so that there is a 
gradual reduction of weight. After searching the 
literature I can find no real proof that one type of 
protein is better or worse for a patient than another 
tvpe. Fishberg states, “As far as the kidney is con- 
cerned the difference between animal and vegetable 
protein and between red and white meat, is largely 
illusory. So long as the allotted quantity is not ex- 
ceeded, almost any protein foods may be given, and 
they should be varied so as not to further impair 
the appetites which are generally poor.” If a pa- 
tient has a greatly diminished excreting power, he 
should for the time being be put on a very low pro- 
tein diet; but this cannot be kept up long, or this 
patient as well as the patient with good kidney func- 
It is 
generally concluded that the average patient re- 


tion will begin to show signs of emaciation. 


quires about 1 gram of protein per kilogram of body 
weight. Ifa patient has chronic glomerulonephritis 
with edema, rigid salt restriction does at times seem 
to be of aid in clearing up the edema. If the patient 
has chronic nephritis without edema, or has essential 
hypertension, it would seem that a moderate limita- 
tion of the salt intake is desirable. Although some 


startling results of the effect of the salt-free diet in 


lowering of blood pressure have been reported, yet 
these have not been confirmed by other workers. Ii 
the patient has edema of nephritic origin, we are in 
a bad place; for on the one hand he may need 
excess fluid in order that the damaged kidney may 
carry off the excreted solids; yet if he continues to 
drink an excess of water, the edema may likely in- 
Each case has to be decided on its 
If the patient has edema due to cardiac 
With the 


exception of the above two types of cases it seems 


crease. own 
merits. 


failure, then fluids should be restricted. 


that, again, moderation is the watch-word. 

Second, Mental and physical rest. This is un- 
doubtedly the most important phase of the treat- 
ment and, unfortunately, the most difficult to carry 
out. Each case will have to be handled as a person 
and individual and not just one of high blood pres- 
sure. It seems very unwise to put too much emphasis 
on the exact blood pressure reading each visit; in 
fact, it is a good plan to omit taking the blood 
pressure on certain visits. If it is at all possible a 
daily rest period, such as an hour after the mid-day 
meal, is advisable for these patients. 


avoid all nervous and physical strain; however, ex- 


They should 


ercise such as walking, golfing and riding are to be 
encouraged. 

Third, These patients should receive symptomatic 
or special treatment of any particular complicating 
The exact benefit 
from the eradication of foci of infection like apical 


diseases or disorders. derived 
tooth abscesses is still open to argument. 

Fourth, Drugs. During the stage of essential hy- 
pertension or chronic nephritis when patients are 
without signs and symptoms, treatment directed 
solely toward lowering the blood pressure is not 
justified. Many drugs have been tried; the results 
of most are disappointing. Nitrites in various forms 
have been extensively used in an attempt to lower 
the blood pressure and they will temporarily lower 
the pressure; however, it may be said that in gen- 
eral the effect is too short to make them of practical 
Erythrol tetranitrate is an exception; it acts 
within one-half hour and the action persists for about 


value. 
five hours. It may be tried in certain cases; how- 
ever, it does cause severe headaches in some cases. 
The usual dose is from 14 tol grain. Bismuth sub- 
nitrate has recently been used in doses of 10 grains 
three times daily. Stieglitz recommends this highly. 
Potassium sulphocyanate is recommended by some 
men and in some cases does work well; however, I 
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have seen definite bad effects, such as mental upsets, 
from its use. Iodides have been used in the treat- 
ment of hypertension and the good results in some 
cases would certainly seem to justify their trial, par- 
ticularly in cases of hypertension asosciated with 
syphilis. Purine derivatives, such as theobromine 
or its sodium salicylate salt (diuretin), or perhaps 
theophylline ethylene diamine (also called euphyl- 
lin, metaphyllin or thephyldine), may be used more 
in an attempt to obtain dilatation of the coronary 
arteries and thereby to improve myocardial nutrition, 
than in attempt to lower the blood pressure. 

Sedatives. I believe that the use of sedatives is 
one of the greatest adjuncts which we have. The 
patient who is naturally nervous or who is worried 
and anxious about his high blood pressure is a par- 
ticularly good subject for treatment with sedatives 
and in such patients there may be a drop of 20 to 
40 mm. of mercury when simple sedatives are given. 
Bromides are among the most useful sedatives and I 
have found that a combination of potassium bro- 
mide and chloral hydrate given with any simple ve- 
hicle often works well. And contrary to certain 
teachings, I do not believe that chloral hydrate in 
ordinary doses is harmful to the heart. The bar- 
bituric acid derivatives, particularly barbital (vero- 
nal) and phenobarbital (luminal), are very useful 
in the treatment of hypertension; the doses may be 
varied to suit the individual cases. If used too long 
they are apt to lose their effectiveness. 

Glandular extracts, particularly those of the thy- 
roid, ovary, and liver have been used, but the proof 
of good results is lacking. Sympathectomy is now 
being tried and it seems that it might be useful in 
the treatment of certain cases; the final decision as 
to the merits of the operation will have to be decided 
later. 

Of course, if cardiac complications such as con- 
gestive failure, cardiac asthma, angina pectoris, 
coronary thrombosis or auricular fibrillation de- 
velop, these must be treated in the usual way. I 
would merely like to state that digitalis is not contra- 
indicated because of the hypertension and should by 
all means be used in cases of congestive failure, 
cardiac asthma and auricular fibrillation. 
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Discussion 


Dr. F. C. Rinker, Norfolk: It is a pleasure to have 
had the opportunity of reading this excellent paper and 
then to hear it presented. 

The author’s description of the clinical pictures of the 
nephritic and essential types of hypertension is com- 
mended. 

In Dr. Camp’s discussion of the causes of essential 
hypertension he has covered the ground fully but I ques- 
tion that brain tumor should be included among the 
etiological factors. My experience, and I believe that 
of others, is that brain tumor and increased arterial 
tension rarely occur in the same individual at the same 
time. Essential hypertension, in my experience, occurs 
most frequently in the highly tensioned individuals and 
in those who have harbored foci of infection for some 
time. Many clinicians have suggested that constipation, 
alcohol and tobacco should be included among the causes 
of hypertension. From the studies of Alverez, McCalla, 
Zimmerman, Stanley, Stieglitz and others, it would seem 
that neither of these factors have any permanent effect 
on blood pressure. 

The differentiation of the two types of hypertension 
(nephritic and essential) has been well outlined by the 
essayist. 

Regarding the treatment of increased arterial tension, 
I wish to emphasize this point in Dr. Camp’s paper: that 
the radical elimination of animal protein and salt from 
the diet often does harm. While it may be advisable 
to reduce these constituents of the food in the majority 
of cases, it should be done with caution for fear of 
upsetting the general metabolism and the acid-base bal- 
ance of the body tissues. 

In closing, I would like to suggest that high season- 
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ines and spices be eliminated from the diet because they 
contain volatiie oils which act as irritants directly on the 
arreries. Of course, the removal of all foci of infection 


should be done whenever possible. 


Dr. T. Dewey Davis, Richmond: I should like to dis- 
cuss for a few minutes the subject of essential hyper- 
tension but not from the differential standpoint. What 
I am going to say is known to all of you but you will 
pardon me if I emphasize certain features of the sub- 
ject. 
Many years ago hyperthermia was treated as a dis- 
ease, but today we know that fever is a reaction to 
disease and we devote our therapeutic energies to the 
causes, recognizing that, at least in certain instances, 
the fever may be in itself beneficial to the patient. 

Likewise, essential hypertension is a symptom of some 
underlying disorder. Dr. Camp has told you of certain 
diseases which cause hypertension, one of them being 
suprarenal tumors. Removal of these tumors in a few 
instances has resulted in prompt fall of blood pressure. 
There are many other causes of elevated blood pressure 
and until we are able to sort these out we can scarcely 
hope to get very far treating it as a disease entity. 

Long continued nervous tension is described as a cause 
of the condition, and there is no question that this is an 
aggravating factor, but I have had the opportunity of 
observing a number of cases of so-called malignant hyper- 
tension among young negroes where the nervous factor 
would seem to be of little importance. 

Dr. Camp has suggested various measures which may 
be utilized in the treatment of hypertension. We cannot 
at the present time hope to do much more than give 
symptomatic therapy. Certainly, there is little object in 
restricting proteins unless renal insufficiency is demon- 
strated. Restriction of salt to the point where there is 
salt deficiency may lower the pressure but usually the 
patient is made weaker, and, certainly, he is not usually 
very happy while taking this type of diet. Preparations 
of sulphocyanate have been recommended but apparently 
the good effect obtained is the result of toxic activity 
of the drug, and rather severe skin reactions have been 
observed. 

I emphasize again that until we know the cause of 
hypertension we will do well to confine ourselves to the 
remedies which we are reasonably sure are harmless. 


Dr. J. W. Hunter, Norfolk: I have suffered with this 
essential hypertension and only rise to tell you of some 
of my personal experiences. From personal experience I 
wish to say that I think that bismuth subnitrate is worth- 
less. I took several ounces of it. I think that chloral is 
also to be discarded. I am sorry to tell you that I think 


the same thing of the bromides. As for the barbiturates, 
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while I may have a personal idiosyncrasy, I am much 


better off without them. According to the latest “dope,” 
which I heard recently while in Boston on the purine 
derivatives, it is very questionable whether theobromine 
is of any value. So, from my own experience, I do not 
know what to use. I have come to the conclusion that 
probably rest, elimination of mental fatigue, if possible, 
fresh air and simple exercise, such as golf, are probably 
the best propositions of all. The weight of the indi- 
vidual should also be kept down. 

Dr. Camp, closing the discussion: I should like to 
thank Dr. Rinker, Dr. Davis and Dr. Hunter for their 
discussion of my paper. 

In regard to Dr. Rinker’s remarks that in his experience 
cases of brain tumor do not usually have a high blood 
pressure, I have not seen a great many cases which did 
or did not have high blood pressure. I must admit that 
I added that along with others because it is usually in- 
cluded among the causes. 

I agree with Dr. Davis in practically all he said. The 
name, “essential hypertension,” is really just one to hide 
our ignorance of the fact that we do not know the cause 
of the hypertension. We call it essential hypertension 
and thereby admit that we do not know the real cause 
of it. I agree with him that until the cause is found 
we are quite a bit in the dark about treating it. That 
is why so many things are tried and found wanting. As 
I tried to bring out, the patient should be treated, and 
not the high blood pressure. We have high blood pres- 
sure in nephritis and in essential hypertension. It may 
be the same thing causes it in both of them, or may be 
in one but not the other. I still repeat that we do not 
know the cause of essential hypertension. 

I did not mentioned malignant hypertension because I 
did not have time to cover that. I have also seen a 
number of these young Negro cases of which Dr. Davis 
spoke. I agree with him that there certainly cannot 
be much nervous strain there, at least not as we recog- 
nize it. 

As for Dr. Hunter’s case, it is unfortunate that he has 
an idiosyncrasy to the barbituric acid series, because 
phenobarbital certainly seems to help in most cases. 

In regard to the concentration test, it is a very simple 
thing. The patient eats a rather light supper at night. 
He drinks about 250 c.c. (a half pint) of water and does 
not take any more during the night. Specimens are taken 
at eight o’clock, nine o’clock and ten o’clock in the morn- 
ing. The specific gravity of each is recorded. Those 
cases showing a high specific gravity, and hence a good 
concentrative ability, are apt to have kidneys possessing 
good function, whereas the cases showing a low specific 
gravity are likely to have severely damaged kidneys. 

Of course, there are a number of other tests, which 
the general practitioner cannot carry out very well. 
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CICATRICIAL STENOSIS OF THE ESOPHAGUS—REPORT 
OF CASES.* 


C. C. Cootey, M. D., 
Norfolk, Va. 


Etiology: Caustics are the usual cause of eso- 
phageal strictures. Lye is the most frequent chem- 
ical, others being acids, ammonia, sodium carbonate 
(washing soda) and bichloride of mercury. Other 
causes are foreign bodies, burns of hot food, toxic 
gas, typhoid fever, diphtheria, tuberculosis, lues, 
scarlet fever, pyogenic infections and peptic ulcer. 
Imperatori! and Baumann? report cases of stricture 
due to pemphigus. Streicher® reports a case due a 
cut on the neck. Jackson‘ has emphasized the exist- 
ence of peptic ulcer of the esophagus, as have 
Moersch, Eusterman and Camp? at the Mayo Clinic, 
Winkelstein,* of New York, also Friedenwald, Feld- 
mann and Zinn.’ Foci of infection are largely re- 
sponsible for the ulcers. Vinson’ says the etiology 
is unknown in 20 per cent of cases. Esophagitis 
may occur after any operative procedure, later re- 
sulting in a stricture. 

Children are most frequently affected, usually by 
lye burns. 

Pathology: Chemical burns cause swelling and 
redness, followed by sloughing ulcerative esophagitis, 
which later leads to scar tissue formation. Granu- 
lation tissue may occur. Tuberculosis causes an 
erosion or an ulceration surrounded by granules. 
Lues shows an ulceration as a mucous plaque. 
Mosher® performed 100 autopsies to prove that in- 
fection comes from within the esophagus or from 
diseases without the esophagus. The lower part is 
most frequently involved, probably aided by the nor- 
mal apposition of the folds of the tissue, which al- 
lows a small amount of infection to produce stric- 
ture. The glands are probably the chief route of 
infection from within. Acute infection occurs as a 
superficial ulceration or as edema of the submucosa 
P.M.N. 
cells predominate. Chronic infection is shown by a 
generalized infiltration with small round cells and 
plasma cells, or by an increase in the subepithelial 
connective tissue, or by an increase in connective 
tissue throughout the esophagus and periesophageal 


and infiltration of the connective tissue. 





*Read before the sixth-sixth annual meeting of the 
Medical Society of Virginia in Norfolk, October 15-17, 
1935. 





tissues. Hemorrhage may occur, especially in cir- 


rhosis of the liver. 
Symptoms and Signs: Chemical burns cause 
dysphagia due to the acute reaction—redness, swell- 
ing and ulceration. ‘This reaction gradually sub- 
sides in seven to fourteen days, the patient appear- 
ing to have recovered, and swallowing may be nor- 
mal for awhile. Dysphagia then gradually reap- 
pears and progresses until liquids only can be taken. 
Dehydration and loss of weight soon appear. Even 


emaciation occurs. 


On examination through an esophagoscope thie 
stricture appears as a pale scar, usually eccentrically 
situated, though it may be annular. There may 
be ulceration and inflammation or granulations pres- 
ent. Caustics frequently produce multiple stric- 
tures at two or more levels. There may be some 
esophageal dilatation above the stricture. The loca- 
tion varies, the order of frequency according to Jack- 
son’ being: (1) where the left bronchus crosses, 
(2) at the cricopharyngeus, and (3) at the hiatus. 
According to Mosher,!! it is frequently at the liver 
tunnel. 

Diagnosis: <A history and complete physical ex- 
amination should be done on all cases. Fluoroscopi: 
study with a barium meal is done almost routinely. 
Lipiodol may be used if the stricture is very small. 
X-ray the esophagus following fluoroscopy. Esoph- 
Never do blind 
A filiform may be passed, preferably 


agcscopy is then performed. 
bouginage. 
under guidance of the fluoroscope. Differentiation 
from carcinoma, aneurysm, compression stenosis, 
foreign body, diverticulum and cardiospasm is to be 
made. 

Prognosis: Won Acker reported 40 to 50 per cent 
mortality before the days of the esophagoscope. 
Those cases treated early recover more quickly and 
more permanently. An early gastrostomy and retro- 
grade dilatation cure practically all cases. Tucker’? 
reported twenty-five cases in 1924 with 100 per cent 
improvement by retrograde dilatation. 

Treatment: Dehydration and emaciation may re- 


quire treatment first. A gastrotomy should be done 
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early, a feeding tube inserted and the patient al- 
lowed to rest for two or three weeks with tube feed- 
ings. During this interval the patient swallows a 
string. In cases that are likely to completely close 
the string may be swallowed at first. The string is 
placed through the nasopharynx and the looped end 
placed over the auricle, being secured by adhesive. 
The frayed end is swallowed (method of Mixter). 
small sized twisted thread is best. The end is 


_ 


drawn from the stomach through the gastrostomy 
opening by means of a blunt hook, such as Jackson’s 
pillow retractor, or by suction with a catheter at- 
tached to the suction hose. Replace this small string 
bv a larger one. Retrograde bougies, designed by 
Dr. Gabriel Tucker, are now attached to the string 
and pulled upward (retrograde dilatation). Dilata- 
tion should be done carefully to avoid rupture of 
the esophagus. Each bougie should pull through 
easily before a larger size is used. Dilatations are 
usually done every three to seven days at first. 
After No. 18 or 20 French is reached the patient 
is able to eat by mouth, then dilatations may be done 
at weekly intervals. The feeding tube can now be 
removed and a short tube, tied off at one end and 
secured to the abdomen with adhesive through a 
safety pin, can be substituted. This short tube keeps 
the gastrostomy wound open and prevents leakage. 
The patient is treated as an out-patient as soon as 
the gastrostomy wound heals, that is, after about two 
weeks. Treatment requires from six months to two 
years. Smaller children are dilated to No. 36 to 
No. 38 F.; larger children and adults to 40 F. 
The tube should be worn for about six months after 
the esophagus is fully dilated. Inspection with the 
esophagoscope should be done before the gastrostomy 
is closed. Closure in some cases is spontaneous after 
removal of the tube; others require surgery. 

Selected cases may be dilated with Jackson’s steel- 
stemmed filiform bougies through an esophagoscope 
under direct vision. Three sizes at a sitting are 
usually used—gradually increased. Never do dila- 
tation blindly. 


REPORT OF CASES 


A brief report of six cases follows: 

I. H.S., age 4, admitted to the Surgical Service 
of Protestant Hospital, June 13, 1932, with a history 
of having swallowed storage battery fluid (H2SQx). 
There were acid burns of the mouth and tongue. 
No stricture was demonstrated at the time of dis- 
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charge, July 1, 1932. The patient was readmitted 
one year later (June 3, 1933) with gradually in- 
creasing dysphagia. The intake was limited to fluids. 
A gastrostomy was immediately done, and retrograde 
dilatation was begun one month later. Dilatations 
were gradually stepped up to No. 40 F., and con- 
tinued every two to four weeks until April, 1935. 
The gastrostomy wound has just been closed. 

II. D. F., age 4, was admitted to Protestant Hos- 
pital, February 19, 1934, with a history of having 
swallowed lye nineteen days previously. He was fed 
by a stomach tube several days after admission. 

Gastrostomy was done March 15, 1934, with im- 
mediate retrograde dilatation to No. 20 F. There 
was a good deal of reaction following. Discharged 
from the hospital, April 30, 1934, and treated by 
dilatation every three to four weeks. The patient 
now accommodates No. 38 to 40 F. without force, 
and will have the gastrostomy closed in about six 
months. 

III. D. W., age 4, was admitted to the Protestant 
Hospital, September 26, 1934, with a history of 
“vomiting everything.” She drank lye one month 
before admission. General examination revealed 
malnutrition. A gastrostomy was done the day after 
admission, a filiform passed from above, to which 
a string was attached and pulled upward. Retro- 
grade dilatations were carried out as usual. The 
patient now accommodates a No. 38 F. bougie. 
Closure may be done in about six months. 

The three cases just reported were treated by Dr. 
Burke and Dr. Doggett, and were first seen by me 
after dilatations were being carried out. 

IV. E.L., age 2% years, was admitted to King’s 
Daughters Clinic, July 8, 1935, with a history of 
having swallowed lye powder four or five months 
previously. He ate well for two months, after which 
time dysphagia gradually progressed until liquids 
only could be taken. An X-ray could not be satis- 
factorily obtained. On July 9, 1935, an esophago- 
scopy showed a stricture 15 cm. below the upper 
teeth. Dr. Rawls did a gastrostomy and inserted a 
feeding tube. Eighteen days later retrograde dilata- 
tion to No. 18 F. was done, and has been continued 
every week since. Bougie No. 30 F. passes easily at 
present. 

V. J. G., age 7, was first admitted to the Sur- 
gical Service of Dr. Payne at St. Vincent’s Hospital, 
November 24, 1931, with the following brief his- 
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tory: Pain in the epigastrium for two years at in- 
tervals of two or three weeks. Some nausea and oc- 
casional vomiting occurred. The patient had an ap- 
pendectomy in 1930. Physical findings were es- 
sentially negative except malnutrition. 

Laboratory examination showed secondary anemia 
(Hb. 58; R.B.C. 3.730,000). X-ray and fluoro- 
scopic findings indicated “mild degree of cardiospasm 
and marked pylorospasm.” 

Dr. Payne did a posterior gastroenterostomy for 
duodenal ulcer with pyloric obstruction. 

The patient was readmitted January 19, 1932, 
with a history of vomiting for several days. Fluoro- 
scopic and X-ray examinations showed marked con- 
striction of the esophagus at the lower end, with a 
rather marked dilatation above. The constriction 
was considered spasmodic. Bougies to No. 28 F. 
passed easily. 

The third admission was April 15, 1935, with a 
history of swallowing liquids with difficulty. Phys- 
ical findings were marked emaciation and dehydra- 
tion. Fluoroscopic and X-ray reports were marked 
“cardiospasm.” 

A gastrostomy was done by Dr. Payne two days 
after admission. Under the same anesthesia in- 
spection with an esophagoscope revealed a stricture 
at the cardia—the folds of the esophagus seemed 
pasted together with little visible scar tissue. 
There was some dilatation above. A filiform would 
not pass into the stomach. Following feedings 
through the gastrostomy tube the esosphagus ap- 
peared slightly more patent; however, patient could 
not swallow a string. Several attempts to place a 
string by filiforms and small bougies through an 
esophagoscope were not successful. Finally (June 
4, 1935), a small frayed end string passed into the 
stomach; then retrograde dilatations were begun and 
continued as above described. The patient now 
accommodates a No. 36 F. bougie. 

I believe this case was one of peptic esophagitis 
or peptic ulcer of the esophagus which gradually 
resulted in a stricture at the cardia. 

VI. A. W., colored female, age 43, was admitted 
to St. Vincent’s Hospital, December 24, 1934, with a 
history of accidentally swallowing lye. Chemical 
burns of the mouth were present. The patient re- 
turned January 25, 1935, unable to swallow solid 
food. 


Fluoroscopy and X-ray showed an esophageal 





stricture in the upper third. Through the esopha »>- 
scope a stricture about 5 cm. below the cricophar }- 
geus was seen. The stricture was dilated at wee 
intervals, with gradually increasing sizes of boug 
through an esophageal speculum by direct vision \ .- 
til a 7 m.m. esophagoscope would pass. On .i- 
spection below, a second stricture 32 cm. from { ie 
upper teeth was found. It was considered safest to 
do a gastrostomy and continue the dilatations by the 
retrograde method. The strictures now admit a No, 
34 F. bougie. A good deal of time could have been 
saved on this case if the double stricture had been 
diagnosed earlier. 
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Discussion 


Dr. A. A. Burke, Norfolk: Strictures of the esophagus 
due to lye burns or other caustics have by modern 
methods of treatment within the !ast fifteen years been 
lifted from the realm of hopelessness to a position in 
which we can expect practically 100 per cent cures. 

In bringing these children here today you will notice 
that they are well-nourished and show no signs of anemia 
or inanition, whereas all cf these little ones when they 
first came to us were so emaciated that they were, to 
use a slang phrase, “nothing but skin and bones.” 

The retrograde method of dilating the esophagus was 
used in all of these cases. 


With regard to the length of time it takes to cure 
one of these cases, I would state that it takes at least 
eighteen months before we discharge them. 


At first the dilatations are done every five days until 
we have reached the point where the largest bougie 
will go through the esophagus without any difficulty. 
Having reached the stage of maximum dilatation, we 
then have these cases to report about every two weeks 
for six months, and usually at the end of that time we 
find there is no tendency for the esophagus to become 
strictured; then the gastrotomy wound is closed. 

For those who wish to do this work, you will find 
that it will take a great deal of patience and time, but 
you will be well rewarded in the knowledge that you 
have done something really worthwhile for these little 
unfortunates. 


Dr. BENJAMIN A. Doccett, Norfolk: I have been in- 
terested in this work purely from the standpoint of the 
general surgeon. I started about two and a half years 
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ago. The first case I got up against was this little 
Hannah; started in July two years ago. Dr. Payne 
and Dr. C. C. Smith began this work here several years 
ago. In the period of a few months I came in contact 
with four cases, which were all emaciated, dehydrated, 
starved out, and looked like poor subjects for anyone to 
undertake any general surgery on. They were practically 
water-tight; they were not getting any fluid through, 
and no nourishment, so it looked as if we had to tackle 
it. So far, our mortality has been nil. 

There are a few points I think we should take in 
consideration in handling these cases, because they are 
desperate ones. But, if you handle them carefully, you 
can get by with it. The first is, don’t attempt surgery 
too early, because you have had no chance to build up 
their fluid balance. Even in children you can do that 
by intraperitoneal injections. I have followed that pro- 
cedure with all of them, and they have stood their sur- 
gery very well so far. I believe it is much safer to do 
a gastrostomy than to atempt to dilate them from above 
and traumatize the esophagus and produce esophagitis 
and mediastinitis, as the in-between child here had. 
Unfortunately, they tried to dilate before we got hold 
of him, and he had a rather stormy time afterwards, 
due to mediastinal infection. We were able to dilate 
him afterwards with good results. 

I believe the best type of gastrostomy is the Stamm 
type. 

The same thing is true as to when to close the gastros- 
tomy. I believe it is up to the throat man to say when 
it should be closed. Many of these gastrostomies will 
close themselves after the feeding tube is removed unless 
the mucous membrane prolapses. Thorough cauteriza- 
tion of the tract is sometimes necessary and should be 
done with the actual cautery. Don’t wait too long, be- 
cause you are bound to lose gastric fluid while you are 
waiting. Incidentally, that happened in this little Hannah. 
She had some little upset from loss of fluid, and we 
were quite uneasy for a few hours. Her gastrostomy 
was closed sixteen days ago, and she is taking quite a 
good bit of nourishment. 


Dr. Coorezy, closing discussion: Before closing the 
gastrostomy wound we usually do an esophagoscopy in 
order to determine whether the scar tissue has resorbed 
and whether the lumen is adequate in size. If, in chil- 
dren the age of these demonstrated, a number 7 m.m. 
esophagoscope will pass, the lumen is large enough. Due 
to the fact that there is always danger of recurrence of 
the stricture, we hesitate to close these wounds until 
the esophagus remains open at least six months without 
dilatation. 








166 


VIRGINIA MEDICAL MONTHLY 


OUR CHALLENGE AND ANSWER.* 


A. M. Burroot, M. D., 


Fentress, Va. 


It is fitting that I begin this address by an ex- 
pression of great appreciation for the honor con- 
ferred upon me. To follow the Presidents of this 
Society, whose ability is so well known, evokes a 
sense of humility commensurate with the greatness 
of the honor bestowed. My acceptance is rendered 
somewhat easier because I feel it is a tribute to the 
physicians of the rural sections rather than to me 
personally; a tribute that will stimulate all of us 
in rural sections to greater effort. 


To the secretary of the Society, I should not fail 
to express my thanks. Upon his unremitting labor, 
vear in and year out, our success really depends, no 
matter who may be honored with the presidency. 

Our great respect for the accomplishments of our 
leaders in the past must not blind our eyes to our 
own immediate duties. However depreciatingly we 
may look upon ourselves, we should not fail to 
realize that the men whose past labors have made 
the Society great look to us to make it still greater. 
Therein, is a call to duty to each of us to do our 
best. A half-hearted interest is not enough. 

A physician has a great responsibility upon his 
shoulders. Health, happiness and life itself depend 
upon our ability to diagnose a condition, to apply 
the remedy, and this must be done with our nerves 
steady and our minds clear. To us has been entrusted 
the almost divine art of ushering into the world 
a new life, of healing the sick and of giving peace 
to an earth-tired spirit. And, because of this sacred 
trust, it is our duty, not only to fit ourselves for 
the work, but to do all in our power to advance the 
science of medicine. We should encourage, advise 
and assist those who are fitted for its practice, and 
forever drive from the fields of medicine and surgery 
those who are a menace to life and health and an 
insult to our noble calling. 


In ancient times, and in all countries, the profes- 
sion of the physician was annexed to the priesthood. 
Men imagined that all their diseases were inflicted 
because of the immediate displeasure of the Deity; 
and, therefore, concluded that the remedy would most 





*Address of the President before the Seaboard Medical 
Association of Virginia and North Carolina at Old Point 
Comfort, Va., December 3-5, 1935. 


probably proceed from those who were particularly 
employed in His service. Whatever, for the same 
reason, was found of efficacy to avert or cure dis- 
tempers was considered as partaking somewhat of 
the Divinity. Medicine was always joined with 
magic; no remedy was administered without mysteri- 
ous ceremony and incantation. The use of plants 
and herbs, both in medicinal and magical practice, 
was early and general. 

The Chinese, who aspire to be thought an en- 
lightened nation, to this day are ignorant of the cir- 
culation of the blood; and even in England, the man 
who made that noble discovery lost all his practice 
in consequence of his genius. Hume informs us 
that no physician in the United Kingdom who had 
attained the age of forty ever submitted to become 
a convert to Harvey’s theory. 

Once upon a time, says Herodotus, in the land 
of the wise there were no doctors. In Egypt and 
Babylon, the diseased were exposed in the most pub 
lic streets, and passers-by were invited to look at 
them, in order that they who had suffered under simi- 
lar complaints and had recovered might tell what 
it was that cured them. Nobody, says Strabo, was 
allowed to go by without offering his gratuitous 
opinion and advice. Then, since it was found that 
this practical idea did not work to perfection, the 
Egyptian priests made themselves students of medi- 
cine, each man binding himself to the study of a 
sole disease. 

“It is hardly an exaggeration to summarize the 
history of four hundred years,” says President A. 
Lawrence Lowell, of Harvard University, “by say- 
ing that the leading idea of a conquering nation in 
relation to the conquered was in 1600 to change their 
religion; in 1700 to change their laws; in 1800 to 
change their trade; in 1900 to change their drain- 
age.” May we not say that on the prow of the con- 
quering ship in these four hundred years, first stood 
the priest, then the lawyer, then the merchant, and 
finally the physician. 

In little more than a century, the medical pro- 
fession has done more for the race than has ever 
before been accomplished by any other body of men. 
These gifts to the people have come in the form of 
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vaccination, sanitation, anesthesia, antiseptic surgery, 
the new science of bacteriology, and the new art in 
therapeutics which has affected a revolution on our 
civilization. 

Medicine is the most difficult of sciences and the 
most laborious of arts; it taxes the powers of body 
and mind. <A doctor who is true to the ideals of 
his profession will not place a monetary value as 
his first consideration on his services, but the wel- 
fare of the patient and the restoring of his health 
will be the first and paramount consideration in 
his mind. 

Medical service costs more now than it did in the 
“good old days.” Compared with what it was, say 
in the “gay nineties,” a doctor’s bill is so much 
larger today that many people are seriously con- 
cerned about it as a public question. In every way, 
it costs more to be sick. 

The kindly old doctor of a generation ago, with 
all his lovable human traits, probably was the in- 
direct cause of a rather disturbing situation which 
exists in the medical field today. The practitioner 
of other years usually was a haphazard sort of a 
He was generous to a fault, and his 
Folks 


got into the habit of putting their doctor’s bill last 


business man. 
patients, being human, imposed upon him. 


on the list; and, if there was not quite enough money 
to go around, well, good old Doc wouldn’t be too 
mean about it. Fees collected often were only a frac- 
tion of the fees earned. 

This subject of cost is one of the greatest outstand- 
ing problems before the medical profession today, as 
well as one of the much talked about subjects by 
civic organizations and the public. 

There seems to a growing unrest in the medical 
profession owing to inadequate compensation; and, 
among patients, there is a widespread complaint be- 
cause of the inadequacy and high cost of services, 
which they really do not understand. Dozens of 
magazine articles and a number of newspaper items 
published in the past few years have emphasized the 
extent and keenness of popular interest in the prob- 
lem. These discussions have brought forth varieties 
of opinions. People are reaching out for a solution 
of the economic problems which have arisen from the 
scientific revolution in medicine. Many of the ar- 
ticles that have been written on this subject have 
been by laymen. 

The largest measure of the doctor’s reward lies 
in the knowledge that he is serving humanity for a 
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vital purpose. It must be recognized, however, that 
the doctor is subject to the same economic forces that 
weigh upon the rest of society; has the same needs, 
desires and ambitions; and cannot be expected, if he 
is to continue to live and render this service, to find 
his sole reward in the satisfaction of conscience. In 
most of these articles, an analysis of the various fac- 
tors that enter into the cost of medical care is sel- 
dom made. 
problem will be reached only when the study is ex- 


A satisfactory solution of this weighty 


tended so as to include all other economics of the 
present-day activities of the people. 

One of the first things that enters into the expense 
of medical care is the cost and expense of medical 
training and education. Statutory requirements in 
all states now provide that to practice medicine in 
any state a doctor must be a graduate of a reputable 
medical school, pass a licensing examination before 
a state or national board; and register annually with 
some officer in the county of practice. In addition, a 
hospital interne year is required in fourteen states. 
The minimum requirements for admission to accept- 
able medical schools, in addition to the high school 
work, are sixty semester hours to collegiate work ex- 
clusive of military and physical education, extending 
through two years of thirty-two weeks each, exclu- 
sive of holidays, in a college approved by the Coun- 
cil on Medical Education and Hospitals. This can- 
not be accomplished without an outlay of expendi- 
ture of very much less than fifteen thousand dollars 
to the student. After this, in order for one to keep 
abreast with the medical profession, it is necessary 
for him to be taking post-graduate work most every 
year—which is very expensive. This is necessary 
if a doctor is to keep up with the latest methods 
and the advancement made in the medical world. 
The people are demanding, and they have a right 
to, the very best medical talent that can be had. 
Money value should not have any consideration when 
you are dealing with human life. The equipment 
and 
The 


diagnostic appliances, laboratories, X-ray outfits are 


and furnishings have become more elaborate 


more complicated and therefore more costly. 


all essential now in rendering proper service to the 
patient. 

The principal thing that has driven medical fees 
to their present height is the cost of delivering medi- 
cal services. A doctor who keeps up to date in pro- 
fessional knowledge and equipment is compelled to 
spend from forty to sixty cents of every dollar that 
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he receives to defray the actual expense of delivering 
competent service to his ‘patients. This heavy over- 
head expense is something that did not exist in the 
nineties. 

A progressive doctor spends considerable a year 
for books and journals alone, and a good many more 
dollars a year attending professional meetings and 
postgraduate courses, so that he may keep up his 
standard of ability. Taken all together, the over- 
head expense that goes into the service that a patient 
gets, even though it is merely a fifteen minute con- 
sultation at the office, is astonishing. A patient may 
spend ten minutes in the office and yet the service 
rendered may involve enough overhead to call for a 
fee of ten or twenty-five dollars. 

No physician can ever be said to have finally mas- 
tered his profession. There is always something 
new to learn. He must keep constantly studying if 
he is to keep abreast of developments. There is prob- 
ably no other profession in. which so much work of 
this sort is required of the conscientious practitioner. 
His education is never completed. 

The hours that a physician spends with his pa- 
tients consume only a part of the time required by 
his job. He may give the needed: service in a 
“jiffy,” but it has taken years of study and observa- 
tion to accumulate the information and skill that 
enables him to render it—a point that is often over- 
looked in passing judgment on the fairness of the 
doctor’s bill. 

Another reason for the higher cost of modern medi- 
cal service is that today the medical profession has 
more to give to the public, and this greater value 
received must be paid for. As the great mass of 
doctors are not financially endowed and are not 
possessed of independent incomes, they are compelled 
to make their practice pay expenses. Under our pres- 
ent social organization, there is no way of getting 
to the patient the benefit of modern medical science 
except to require the patient to pay the costs. 

It would not be possible within the confines of 
a short speech to enumerate and extol the feats of 
modern medical science. No one needs more than 
the merest reminder in order to realize and appre- 
ciate that the accomplishments of modern medical 
science are little short of miracles in the relief of 
suffering, the salvage of human efficiency and the 
prolongation of the years of living. What I do wish 
to bring out is the fact that all these advances have 
to be paid for—just as our skyscrapers and good 


roads, our automobiles and parks; our good clot ies 
and vacation trips have to be paid for. The money 
for them does not remain in the doctor’s pocket. ” he 
doctor is merely a sort of retailer of these beneti's; 
the dollar that he gets must be distributed among 
a great many agencies that are carrying forward ihe 
front line of medical progress to save life and re- 
lieve pain—among educators, research workers 
manufacturers, distributors and all the complex so- 
cial fabric that makes it possible for all these pco- 
ple to work together. 

If there is any one who is sincere in his complaint 
about the exorbitance of medical expenses, let him 
imagine for a moment how it would be if all modern 
medical service were suddenly wiped out. Is any 
price at all too high to pay for the clean, strong, 
healthy bodies that we are seeing about us today, 
and for the clear-headed persons who look cheerfully 
forward to tasks years ahead in all reasonable con- 
fidence that they will still be alive and well able to 
perform them? These benefits are being delivered 
to the public by the medical profession. Their cost 
is high. But it is a cost that is reaching the con- 
sumer on a competitive basis. The law of supply 
and demand is making it the lowest possible price 
at which these benefits may be produced under our 
present state of social organization. 

People are working fewer hours today and earning 
more than ever before and, when an unexpected con- 
dition arises, it is claimed they are unable to meet 
the expenses; therefore, we seem to have lost the 
desire of saving for a rainy day and feel that we 


.must not only have the necessities but the luxuries 


regardless of our incomes. As a result, we are 
almost constantly in debt and one thing that has 
contributed to this more than anything else is the 
present-day installment plan of paying for things 
and the high-pressure salesmanship. 

The business and financial world look upon the 
installment plan as a great success, and from their 
viewpoint it is. It is not my purpose to condemn 
entirely the installment plan, but simply to empha- 
size the fact that when one indulges too much in 
installment buying of luxuries to the extent of 
neglecting every reasonable effort to provide for the 
ordinary obligations of life, he has little right to 
claim charity of the profession; for, when the in- 
come above the bare necessities of life is pledged for 
the purpose of making installment payments and 
the unexpected (which should always be expected, 
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sit -e it always happens) comes and the individual 
inable to meet the expense necessarily connected 
rewith, he either defaults on his mdical bill or 
on his installments. 


ct 
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{f the writers who are so little informed on the 
expense of medical care and are so interested in try- 
1x to assist the people in economic affairs, would 
give their time and space in trying to educate the 
people to leave off these non-essentials and be pre- 
pared tor emergencies which come to all of us, they 
would be rendering the public a greater service than 
trying to discount the doctor by prejudicing the pub- 
lic against charges of the medical profession which 
is trying, and spares neither time nor money, to pro- 
long life and improve the health of the country, 


i 


m 


generally. 

Most of the articles that are written and the dis- 
cussion of medical care seem to be hitting mainly at 
the doctor’s fees which, in reality, have not advanced 
in comparison with services in other lines. 

According to the Committee’s report made in 1929 
(peak of high prices), one-third as much money 
was spent in buying patent medicine, chiropractors, 
osteopaths, naturopaths and an allied group of faith 
healers, most of which is practically wasted, as was 
paid to doctors for their services. Compare the class 
of men who study medicine, their years of prepara- 
tion, their intelligence, their self-sacrifice, and the 
cost physically and financially, with the class of 
men, with but few exceptions, who enter politics. 
Then remember that the medical profession permits 
itself to attempt to practice under laws and regula- 
tions, most of which are suggested by members of 
the average state legislature and city councils. 

The legal profession should be taken as an ex- 
ample for the medical profession. It has an active 
body known as the bar association, and through this 
association, laws are suggested and formulated, and 
are rarely passed if they have any direct bearing on 
their profession without sanction of this association. 
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In no other profession or business are there so. 


many channels being used to divert from the proper 
source their rights, legitimate business and income, 
as we find directed against the members of the medi- 
cal profession. 

Physicians should take more interest in their 
various societies, starting with their local society, 
their county medical societies and their state and 
They should insist that each one 


national societies. 
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of these societies take an active part in the making 
of laws which vitally concern and interest the phy- 
sician. The law-making and law-suggesting should 
be taken absolutely from the laity, politicians and 
special interests, and, by force of numbers, be backed 
by sincerity of purpose and absolute unity and pub- 
lic opinion. The profession should compel laws to 
be passed relegating abuses, and permitting only such 
laws as will be healthy for the physicians and pub- 
lic alike to be written into the statutes. 

Every honest physician, and I believe the ma- 
jority of them are perfectly honest, wants to see the 
diseases which cause terrible suffering and are dan- 
gerous to life, stamped out wherever possible, or 
properly controlled if it is not possible to entirely 
eradicate them. But the physicians should have 
their opportunity to be the guiding factor of the cases 
where the public are able to pay for such service. 
It is as much the duty of every physician and his 
family to become a factor for his own protection as 
it is the duty of every citizen to regularly vote to 
choose the proper representatives in all branches of 
government. 

Where is the physician who would not inscribe 
his name in flowing John Hancock script to the 
proposition of free medical service to the poverty- 
stricken and ailing; but when free clinical service is 
administered to those quite able to pay, while bureau- 
cratic boards of health officials in different sections 
of these United States advertise their superior thera- 
peutic facilities and give medical attention and pre- 
ventive medical measures and immunization with 
the taxpayer’s money to a throng of seekers who 
flock like flies around sugar, and take from the 
physician a legitimate source of income, then the phy- 
sician has a right to register one loud, long howl. 

A certain elevation, a certain dignity, is necessary 
to the successful practice of our calling; but, when 
that aloofness sets us apart from human considera- 
tion as men, when we ourselves erect an invisible 
but unmistakable wall between us and the world, it 
is time to consider a change in attitude. 


In France, there is a monument to Pasteur, and 
it has on it a brief inscription in French which has 
always seemed to me one of the most impressive and 
accurate inscriptions that I have ever heard quoted. 
It may be rendered freely in this way: “To cure 
sometimes; to relieve often; to comfort always.” 
That is rather a fine summary of the opportunity of 
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the physician armed with his wealth of experience 
and scientific knowledge. 

We have, at least in medical teaching and train- 
ing and in public health work, turned the emphasis 
from therapeutics to prevention; and that is going on 
If a thousand infants were per- 
mited to become actively ill, the death rate would 


more and more. 


be very much greater than is the case when that 
illness is specifically prevented by controlling cer- 
tain of its well known causes. 
There is no substitute for health. There is noth- 
ing of any consequence that can be accomplished in 
this world, save by some extraordinary genius, ex- 
cept on the basis of health. A present-day philo- 
sopher has said, “Health is an end in itself and a 
means to all other ends.” There is positively no 
use in trying to substitute scientific knowledge for 
health; interesting occupation for health; pecuniary 
gain for health. It is substituting brass for gold. 
A physician is armed with tools, great powerful 
weapons. He is armed first and chiefest with the 
instinct of humanity, human feeling, service and 
sympathy. The physician, more than any man in 
a modern community, loses centrol of his own time. 
He may not agree with certainty to be anywhere 
at a given time, for his professional instinct for- 
bids him to refuse a call to relieve suffering. I hope 
the time will never come, when the test tube and 
the microscope with ali their immense value will 
be permitted to displace the fundamental humane 
and human instincts which make the great physician. 
In New York during the last five vears, the diph- 
theria mortality rate was reduced 75 per cent over 
the previous five-year period. The diphtheria death 
rate in New York State is approximately a little over 
two per one hundred thousand. A continuation of 
the intensixe educational campaign to have children 
immunized will eventuate in the utter disappear- 
ance of this disease. What has been done in New 
York can be done everywhere. Diphtheria will fol- 
low the paths of cholera and ycllow fever and other 
diseases of infectious origin which today are rapidly 
diminishing in volume. What is true of diphtheria 
may be true in the next few decades of measles, 
whooping cough and scarlet fever. May we look 
forward in confidence to the realization that children 
may reach adolescence, not only free of these dis- 
eases; but, what is of equal importance, free of their 
damaging sequelae which frequently manifest them- 


selves in adult life. 





The picture, therefore, which we have today, is 
the prospect of the disappearance eventually of mst 
if not all diseases of germ origin. Newer researc ies 
will give us additional information regarding ‘ur- 
tain diseases whose causes have not as yet ben 
definitely ascertained. It is one of the ironies of 
the situation that we still know comparatively litile 
about the most common disease. I refer to the com- 
mon cold. Here, too, are indications, even more 
than indications, that we are on the verge of discov«r- 
ing its cause. When we shall have found it, we 
shall have made great progress and shall have 
lieved humanity of the most frequent cause of de 


‘ 


bilitating illness. 

Encephalitis, poliomyelitis, meningitis and pneu- 
monia are in the same category. As yet, research in 
these fields has not reached the point of completion 
so that we may know how to prevent them. But 
anyone who follows the research work now being 
done in many laboratories, cannot help but feel that 
in these fields as well, we shall soon know, not only 
how to cure, but how to prevent. 

This is a fragment of the advances that have been 
made along preventive lines. It will take a library 
or two to fully cope with these gigantic strides lead- 
ing to the complete emancipation of humanity from 
the ills that beset it. 

In our Land of Freedom, the very nature of so- 
ciety requires that physicians shall have some gen- 
eral system of written ethics to define their duties, 
and, in cases of doubt, regulate their conduct to- 
ward each other and the public in their intercourse 
and competition. Every individual in the profession 
is, of course, supposed to be gentlemanly, actuated 
by a lofty professional spirit, striving to do right and 
to avoid wrong; and, even where there are no written 
rules at all, the vast majority would naturally con- 
form to the rules of justice and honor, as far as 
they understood them. The absence of rules for 
our government would leave us at liberty to frame 
our own codes, and no matter how equivocal our po- 
sition, or how crooked or insincere our ways, no one 
would be in a position to prove that we acted from 
unworthy motives, and not from an error of judg- 
ment, even in the most flagrant violation of the car- 
dinal, the glorious old-fashioned Golden Rule, the 
climax of all ethics, laid down by Confucius and 
repeated by the Nazarene Physician. Do unto an- 
other what ye would he should do unto you; and 
do not do unto another what vou would not should 
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be done unto you. Truly, a world of ethics in a 


nutshell—and an ocean of morals in a drop. 


Che non-existence of a code would also make it 
possible for one physician to pounce upon the pa- 
tient of another doctor, like a wolf on sheep, and 
to carry on a regular system of infringements, self- 
advertising, certificate-giving and wrong-doing in 


neral, regardless of their rights, and still claim to 


be as honorable as Socrates, while those aggrieved 
would have no visible standard of appeal by which 
the contrary could be proven. In view of these and 
many other facts, it has been found necessary to have 
1 code of written ethics for regulating the conduct 
of physicians toward each other and toward the pub- 
lic in general. 

Doctor Thomas Percival, an English physician, 
published a small book in London in 1807, in which 
he proposed an admirable code of ethics which, ex- 
cepting a few alterations made necessary by the lapse 
of time and the advance of medical science, is the 
identical code adopted by the American Medical As- 
sociation in 1847, and which, from then until now, 
has governed nine-tenths of our profession through- 
out this broad land, protecting the good and restrain- 
ing the bad, just as the Ten Commandments instruct 
and restrict mankind in general. To this lofty code, 
in a great measure, is due the binding together and 
elevation far above ordinary avocations, of the medi- 
cal profession of our land, and the esteem and hon- 
orable standing which it everywhere enjoys. By its 
dignity and justness, it remains as fresh and useful 
today as when the profession adopted it; and, if we 


faithfully observe its canons, we can truthfully ex- 





claim—*I feel within me a peace above all earthly 


dignities; a clear, quiet conscience.” 

In our land, the code is regarded as the balance 
wheel that regulates all professional conduct, and 
none can openly ignore it without overthrowing that 
which is vital to his standing among medical men. 

As the President of the Seaboard Medical As- 
sociation of Virginia and North Carolina, I want 
to arouse each and every one of you to your own 
responsibility. I am making an earnest plea that 
each and every one of you appoint yourself a com- 
mittee to see that every physician in the boundaries 
of this society is a member of this organization. 
That you yourselves will pledge to carry out to the 
letter the rules and regulations concerning the ethics 
of our profession, regulating your conduct concerning 
your brother practitioner and the public. 

In order to meet the present-day economic prob- 
lems. we must be united in purpose and be ready 
at all times to carry on to the honor of our pro- 
fession. We must set our own house in order. When 
we do, we are then ready to combat all criticism 
from any source and defend the high standards of 
our profession and stand before our critics proud 
and fearless. 

In closing, may I acknowledge to Dr. G. O. 
Sharrett, of Cumberland, Md., many historical facts 
and data in his “Presidential Address” to the Medi- 
cal and Chirurgical Faculty of Maryland in April, 
1934, from which I have freely quoted. But be that 
as it may, my parting word to you is think well 
of what I have attempted to bring to you; reject 
what is false; examine what is doubtful; remember 


what is true. 





REPORT OF TWO CASES OF GUNSHOT WOUNDS OF 
THE EAR.* 


EMANUEL U. WALLERSTEIN, M. D., 
Richmond, Va. 


Case No. 1: €.S., 
36 vears, entered St. Philip Hospital, February 19, 
1925, with a self-inflicted bullet wound of the ear. 
The patient had in a joking manner pointed to his 
ear a pistol which he thought to be unloaded and 


a healthy colored man, age 


pulled the trigger. However, he was mistaken and 





*From the Department of Oto-laryngology, Medical 
College of Virginia. 


a .32 calibre bullet lodged in the region of the ear. 
He was brought to the hospital immediately and 
an admission note reads as follows: “The bullet 
entered the external ear just inside the opening of 
the canal and apparently perforated the tympanic 
membrane. Pulse 80, respiration 20. Not in shock.” 


X-ray report was as follows: “A deformed bul- 
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let is seen apparently at the bottom of the left ex- 
ternal auditory meatus. A small fragment 2 by 2 
mm. is seen against the lower end of the bullet.” 

The following day under local anesthesia bullet 
was removed from the temporal region just below 
the concha. The bone was shattered but the dura 
was uninjured. 





Case 1.—Retouched X-ray plate. 


The temperature for one week was slightly ele- 
vated and never exceeded 100.3 F. Then fever 
disappeared. The patient remained for one month 
at the hospital since he complained of dull pain and 
there was a moderate amount of purulent discharge 
present in the auditory canal. Also there remained 
a small sinus at the site of the operative scar. 

Ten weeks after his injury I first saw the patient. 
His sole complaint at this time was a persistent 
dull ache in the region of the ear. The hearing 
was markedly impaired. The mastoid tip was ten- 
der upon pressure and the canal contained purulent 
discharge. The fundus was filled with granulation 
tissue which apparently had replaced the drum. 

Functional test of the hearing showed a marked 
conduction-apparatus deafness. There was complete 
loss of hearing for the tuning forks until the 2048 
D. V. fork was used. Bone conduction was increased 
and the Weber test was referred to the left side. 
Using a noise apparatus to block-out the uninvolved 
ear conversational voice could be heard at 3 feet. 

X-ray examination revealed a diffuse cloudiness 
of the entire mastoid area. There was a marked 
development of the xygomatic cells which extended 
as far as the middle of the glenoid fossa. 

A simple mastoidectomy was done. The mastoid 
cells were filled with granulation tissue but no pus 
was found in the mastoid proper. A bone defect 
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filled with infected granulation was found ante ‘or 
and superior to the external canal. This mar ed 
the site from which the bullet had been remove: 

Recovery from operation was uneventful. Ir 
one month there was a very scant mucopurulent ¢ is- 
charge but this disappeared leaving a dry fundus 
filled with granulation tissue which replaced the 
tympanic membrane. 

Case No. 2. G. J., aged 53, white, male, law: 
while in a despondent mood fired a .32 calibre pis- 
tol into the right auditory canal. There was some 
bleeding from the ear but no loss of consciousness. 
On January 19, 1935, six days after the suicidal 
attempt the patient was admitted to Memorial Hos- 
pital and assigned to the service of Dr. C. C. Cole- 
man. 


“| 


At this time he complained of deafness of the 
right ear and a dull constant pain originating in 
the region of the ear and radiating toward the 
temple. 

Examination was essentially negative except for 
the ear. The canal was entirely occluded by soft 
tissue swelling. There was a small amount of puru- 
lent discharge. Deafness was total but there was 


no vertigo. 





Case 2.—Retouched X-ray plate. 


X-ray examination showed the presence of three 
fragments of a bullet: No. 1 was situated above the 
zygoma and 4 cm. anterior to the auditory canal; 
No. 2 pointed inward toward the center of the skull 
and was just below the auditory canal; No. 3 was 
more superficially placed and at right angles to the 
fragment No. 2. 














inder general anesthesia on January 28, 1935, 
Dr. W. G. Crutchfield removed the fragment above 
the zygoma through an incision in this region. The 
writer removed fragment No. 3 directly through 
the external auditory canal. Although a second 
fragment could be located by a probe, removal 
could not be accomplished. 

Recovery was prompt. The pain disappeared but 
the deafness remained. The swelling of the canal 
subsided and the remaining fragment could be seen 
buried in the bone of the canal. 

After waiting until March 8, 1935, another at- 
tempt was made to remove the fragment. Despite 
numerous attempts using hooks and forceps the for- 
eign body could not be dislodged. Since removal 
would require an extensive operation, it was thought 
advisable to permit the fragment to remain and ob- 
serve the patient for any untoward effect of the for- 
eign body. After a lapse of thirteen months there 
have been no ill effects except the deafness and a 
slight aural discharge. 

It appears remarkable to the writer that a .32 
calibre pistol can be fired point blank into the ex- 
ternal auditory canal without causing serious in- 
jury or death. When one considers the thickness 
and structure of the bone he would expect the bullet 
to cause fracture of the skull and penetrate the 
brain. 

The damage to hearing in both cases must be due 
to the destruction of the drum membrane and 
middle-ear contents by concussion. 

One cannot conceive of the middle-ear remaining 
uninjured in such cases when he takes into cogni- 
zance the fact that a drum rupture can occur from 
a slight slap on the ear. Cases of drum rupture 
are even reported as a result of a kiss on the ear. 
It is of interest that in neither case was there any 
vertigo. 

Alexander states that unconsciousness is frequent 
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when the projectile remains in the middle ear. In 
both cases reported here there was no loss of con- 


sciousness. 

Reports of peace-time bullet wounds of the ear 
are not frequent in the literature. This does not 
apply to war injuries. Here we have a wealth of 
material. Surgeons serving on both sides during 
the World War have reported many cases. Bullet 
wounds incurred in peace vary considerably from 
those in war. The main, factor is the high velocity 
projectiles of war weapons. Also war weapons are 
usually fired from a much greater distance. Alex- 
ander and Urbanschitsch serving in the Austrian 
army observed nearly 2,500 projectile wounds of 
the ear. Indirect wounds of the ear were three 
times as frequent as the direct. The lesion of the 
direct wound is caused by the bullet itself. In the 
indirect it results from splintering, fracture, hemor- 
rhage, and the dislocation of tissue due to trans- 
mission of concussion from a neighboring area. 

Although a preponderant number of bullet wounds 
are infected, this does not always obtain. A deter- 
mining factor is the presence of hair in the wound 
or foreign material such as bits of clothing. Some 
projectiles are very hot and may act as a sterilizing 
agent. 

Fraser has reported several cases in which a bul- 
let penetrated both mastoid processes without caus- 
ing death or serious disability. This is explained 
by the fact that the passageway of the bullet is 
through the brain between the occipital lobe and 
cerebullum at the level of the tentorium. 
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FOREIGN BODIES IN THE ABDOMEN, WITH REPORT OF A 
CASE.* 


O. T. Amory, M. D., F. A. C. 5., 


Newport News, Va. 


In 1909, Crossen, of St. Louis, being concerned 
over the alarming number of lawsuits, as well as the 





*Read before the Seaboard Medical Association of the 
Carolinas and Virginia at Old Point Comfort, Va., De- 


cember 3-5, 1935. 


frequent tragic outcome of cases involving foreign 
bodies in the abdomen, reviewed the literature cover- 
ing a period of fifty years, from 1859 to 1908. He 


found during this period 172 cases reported of 
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sponges and fifty cases of artery forceps or other 
foreign bodies left in the abdomen after laparotomy. 
Ameng the 172 sponge cases the end-results were 
as follows: eighty-three patients (48.3 per cent) re- 
covered, fifty-three (30.8 per cent) died, and in 
thirty-six cases (20.9 per cent) the outcome was not 
reported. Among the fifty patients with forceps or 
other foreign bodies the outcome was as follows: 
seventeen, patients (34 per cent) recovered, fourteen 
patients (28 per cent) died, and in nineteen cases 
(38 per cent) the result was not stated. So from 
these tabulations it can be seen that a little over 
one-fourth of all the foreign bodies left in the ab- 
domen in Crossen’s series caused death from the com- 
plications of this tragic accident. 

Greenhill, of Chicago, took up his review where 
Crossen left off and from 1908 to 1932, twenty-four 
years, found 109 reported cases in American and for- 


eign literature. This series contained fifty-eight 


cases (52.2 per cent) of sponges, artery forceps 
thirty-eight cases (34.9 per cent), the remainder 
being various and sundry objects. In this series there 
was a death rate of 17.6 per cent; this lowering of 
mortality is due to the fact that, the accident being 
discovered, the abdomen was re-opened in quite a 
few cases within a week after the operation and the 
foreign body removed. The complications increased 
very rapidly the longer the foreign bodies were al- 
lowed to remain in the abdomen. 

Autopsies have revealed a considerable number of 
cases of foreign bodies unsuspected in patients sup- 
posed to have died from some other post-operative 
complications. From this review of the literature 
the number of cases of foreign bodies left in the 
abdomen each year must be far greater than sus- 
pected, as doubtlessly a very insignificant number 
of cases have found their way into the literature. 

There are four recognized methods of entry for 
foreign bodies into the abdomen: 

First, through the mouth and esophagus, which 
usually are introduced accidentally or by the insane. 

Second, introduction through the rectum. 

Third, projectiles forced through the abdominal 
wall. 

And lastly, the one of most interest to the sur- 
geon, those overlooked after abdominal section. 

Crossen was primarily interested in the last classi- 
fication for, as he states, “It is the one condition 
where the public can see no other side but gross 
negligence on the surgeon’s part and holds him ab- 


solutely responsible for the outcome.” It is well 
recognized that approximately 90 per cent of 
foreign bodies entering the gastro-intestinal tra t 
through the mouth are passed spontaneously, p: 
vided there is no cbstruction in the pylorus, or t 
object is not too large or too long so as to hang :n 
the various curves and angles of the intestine. 1 
latter condition will be the case in the report 
tached below. 


4 


Mrs. W. D. C., age 26, occupation, a farmer’ 
housewife, was first seen by me on her admissi 
at the Riverside Hospital in May, 1934. Her his 
tory at that time, as taken by the hospital historian, 


reveals that her father and one brother were dead. 
cause unknown. The rest of the family history was 
essentially negligent. 

Past history: Had had the usual diseases of child 
hood, married happily for six years, no pregnancies, 
no serious illnesses until two years before admission 
when she was operated upon for chronic appendi 
citis. She made an uneventful recovery and r 
mained in perfect health until two months ago, at 
which time she was seized with a severe pain in th: 
lower mid-abdomen, radiating to the right lower 
quadrant; nausea and vomiting, with temperature: 
pain on voiding, with some frequency. The pain wa- 
described as severe and cutting-like in character 
exaggerated on the slightest motion. She had been 
confined to bed for two weeks prior to admission. 

On admission to the hospital her temperatur 
was 102, pulse 110, respiration 24, hemoglobin 82, 
red blood cells 4,300,000, white blood cells 14,500, 
P. 70, 5. L. 23, E. $, B. 2. 
with a good trace of albumen, occasional pus cell, 


The urine was cloud\ 


a rare blood cell, few epithelial cells and few bac- 
teria. Physical examination revealed a very ill, de 
hydrated, nervous, restless individual with a mod- 
erately distended abdomen, tenderness over the whole 
lower quadrant; moderate rigidity; no masses wer 
seen, none were felt. 

Vaginal examination was essentially negative with 
the exception of a marked tenderness and the sug- 
gestion of a mass in the left lower quadrant, appar- 
cntly fixed to the uterus. Cystoscopic examination 
was practically negative. 

Upon opening the abdomen, a mass of omentum 
presented itself in the womb. Upon further inspec- 
tion it was found to contain an abscess in which 
was discovered a large cambric needle. In addition, 
the left tube presented acute pathology and the left 
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ovary several cysts. The omental abscess was re- 
moved in toto; the left tube was removed, cyst punc- 
tured, and the abdomen was closed without drainage. 
(he patient made an uneventful recovery and with 
the exception of an attack of influenza, had been 
free from symptoms until about August 1, 1935, a 
period of fourteen months, when she was again taken 
with severe pains in the lower abdomen with some- 
what the same symptoms as presented on her first 
admission, but more severe. X-ray at that time re- 
vealed seven needles in the abdomen. Her pain, 
tenderness and symptoms were localized over the 
right lower quadrant, in a position occupied by two 
of these needles. After considerable discussion, the 
patient being acutely ill, an exploration was decided 
The abdomen was opened, needles searched 
The two corre- 
sponding to her pain, etc., were fortunately found. 


upon. 
for, and four located and removed. 


She made an uneventful recovery and left the hos- 
pital two weeks later. Has remained symptom-free 
since. 

On going into her case more in detail she reluct- 
antly admitted that both her father and a brother 
had committed suicide, but no other family history 
of mental disturbance was obtained. Although she 
very strenuously denied having swallowed those 
needles, nevertheless she admitted that she was given 
to spells of melancholia and she evidently swallowed 
the needles during one of these severe attacks which 
occurred a few months prior to her appendix opera- 
tion. The husband was able to find several other 
needles in her home having the same characteristics 
as those found in her abdomen. 

This case presents several interesting features, 
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both from a scientific and a medical-legal standpoint. 


First, the importance of a careful and _ tactful 
history, preferably taken by the surgeon himself, or 
at least checked on important points. 

Second, the importance of a complete and thor- 
ough examination, including X-ray studies if the 
findings are at all indefinite, as foreign bodies in 
the 


pathology. 


abdomen may simulate most any abdominal 
(Those needles very evidently had re- 
mained unrecognized in this patient’s abdomen and 
were overlooked by the first surgeon and seven left 
unsuspected by the author at his first exploration, 
as only one was removed at that time.) 

Third, the difficulty probably one would have of 
convincing the average jury in conditions of this 
kind, as two surgeons had previously opened her 
abdomen. 

This case could have very easily been confused 
with post-operative foreign bodies. 

Regardless of modern improvements in technique, 
regardless of the methods used in counting the 
sponges, needles, instruments, etc., after each opera- 
tion, there will always be a wide margin of error 
as long as the human equation enters into our opera- 
tive work. There are quite a few methods employed 
as to the use of sponges, etc., in abdominal work. 
All of them have their virtues, but none of them 
are fool-proof. As Crossen stated in his report, the 
surgeons are usually too frequently inclined to rely 
upon the statements of the force of the operating 
room and so do not personally check the sponges, 
needles, instruments, etc., themselves, and thereby 
invite the tragedies as stated above. 


Medical Arts Building. 





THE METHOD OF TREATING SEVERE ACIDOSIS DEVELOPED 
IN THE ST. LOUIS CHILDREN’S HOSPITAL.* 


W. EvuceneE Ketter, M. D., 
Kinston, N. C. 


Severe acidosis, usually associated with anhy- 
dremia, is a medical emergency of the first rank and 
Control of 


this symptom is more urgent than removal of the 


demands prompt and effective control. 


underlying cause. Once in abeyance there is op- 


portunity to investigate the cause, and take measures 





~ *Read before the Seaboard Medical Association of 
Virginia and North Carolina, at Old Point, Va., Decem- 
ber 4, 1935. 








to correct it, but until that time every minute wasted 
is a drain on the patient’s endurance and a factor 
in his destruction. 

The problem of acidosis and anhydremia is met 
more frequently by the pediatrician than by those 
dealing with adults. This is because of the higher 
incidence of severe diarrhea in infants, and because 
of their small size, which means they have less re- 
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serve of both body water and body salts. The chem- 
ical pattern of the pathological state, the process of 
its development, and the means by which it is cor- 
rected are the same in both the infant and the adult, 
but, as so frequently is the case, the rapidity and in- 
tensity of the changes are exaggerated in the infant. 

Diabetic Acidosis. The pathogenesis of the severe 
acidosis of diabetes, often leading to diabetic coma, 
may be outlined as follows: Because of the body’s 
inability to burn carbohydrate the blood sugar rises 
to inordinate height. The rise of blood sugar in- 
creases the osmotic pressure of the blood, which stim- 
ulates diuresis, just as it can be stimulated by in- 
travenous injection of hypertonic dextrose, so that 
tremendous quantities of urine containing sugar are 
excreted. The patient must drink large quantities 
of water to maintain his tissue hydration and pro- 
vide a medium for carrying the excess sugar out of 
the body. 

This enormous flow of water through the body by 
analogy may be expected to initiate the loss of elec- 
trolyte from the body, like that loss which results 
from water intoxication. 

But the chief mechanism which reduces the elec- 
trolyte of the blood depends on the ketogenic state. 
Along with the inability of the diabetic to metabolize 
dextrose is more or less inability to metabolize fats. 
The products of incomplete fat combustion, namely, 
acetone, diacetic acid, and beta-oxy-butyric acid must 
be neutralized as formed and excreted. The sodium 
bicarbonate of the blood must neutralize these acids. 
When this happens carbon dioxide is formed, which 
The sodium 
ion then is lost through the kidneys in combination 
with these organic fatty acids. Thus sodium bicar- 
bonate is depleted from the blood because the sodium 
ion acts as a vehicle to carry out threugh the kidneys 
the “acetone bodies” which the diabetic leaves un- 
burned in his inability to metabolize fats. 


must be blown off through the lungs. 


Not only is the bicarbonate of the blood reduced 
by the excretion of these “acetone bodies” but also 
the chloride. The kidneys make ammonium ions 
from urea, combine them with chloride ions from 
the sodium chloride of the blood and thus provide 


“ce 


additional sodium ions for excretion with ‘acetone 
bodies” or for retention and maintenance of the alka- 
line reserve. Thus the neutral salt, sodium chloride, 


through the activity of the kidneys, serves to main- 


tain the acid-base balance of the body, and prov les 
a reservoir of potential base as long as this func ‘on 
of the kidneys is unimpaired. 

As the development of diabetic acidosis progre--es, 
anhydremia and tissue dehydration occur. he 
anhydremia, or diminished blood volume, lead: to 
more or less circulatory failure which interferes with 
the base conserving functions of the kidney. (on- 


Q. 


sequently the development of acidosis is accelerated. 

In the extremely acidotic state the alkaline reserve 
is so depleted the carbon dioxide carrying capacity 
of the blood is greatly reduced—sometimes three- 
At the same time oxygenation of 
the hemoglobin is interfered with, because this too 


fourths or more. 


depends on the alkaline reserve. 

These changes in the blood are naturally part and 
counterpart of even more fundamental changes in 
the tissues, and obviously normal function could not 
be expected. Body temperature falls. The pulse 
rate and respiratory rate increase. A state of ex- 
haustion gradually supervenes. 
events is broken, irreparable damage is done and 


Unless the chain of 


death follows. 
Severe Diarrhea. In severe diarrhea there is loss 
of water from the body in the liquid stools. ‘This 
water loss may readily lead to anhydremia with renal 
insufficiency. The liquid stools also contain large 
quantities of alkali which normally is reabsorbed 
from the bowel and utilized over and over again in 
the circulating blood. Thus much of the body’s elec- 
trolyte is carried away in the bile and pancreatic 
Besides 
these factors a starvation ketosis may develop with 


juice which are lost in the liquid stool. 


much the same effect as the ketosis of the diabetic 
state. 

It is remarkable how often acidosis can be pre- 
vented in severe diarrhea by the simple expedient of 
supplying enough water by mouth. So often well 
meaning but ill-advised parents withhold water from 
Naturally 
this leads to more rapid rise of body temperature and 


these babies because they are vomiting. 


the faster development of acidosis. Time and again 
if water is supplied rather constantly in small 
amounts, like one tablespoonful every fifteen minutes, 
enough is retained to prevent development of acidosis 
and make parenteral administration unnecessary. 
Yet it is surprising how few parents have been im- 
pressed with the necessity for this continuous water 
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administration by the physician who sees the infant 


at the onset-of the diarrhea. Entirely too much 
rel'ance is put in drugs, both by the parents and the 


ph 


sician. 


— 


lefense Against Acidosis. The kidneys are the 


body’s chief stronghold against acidosis. First, they 


regulate the acidity of the urine in a wide range 


cal 
and by making it very acid can excrete some of the 
weaker acids unneutralized. This, of course, con- 
serves base. Secondly, they can form ammonia out 
of urea and use the ammonium ion in the place of 
fixed base. 

[he lungs are the delicate adjustor of the degree 
of alkalinity of the blood and make the finer changes 
in acid-base balance. As long as the ratio of sodium 
bicarbonate to free carbonic acid is twenty to one the 
alkalinity of the blood is at the proper degree or pH. 
If this ratio should increase (alkalosis) we simply 
breathe less rapidly, let some carbonic acid accumu- 
If the ratio 
is less than twenty to one we breathe fast for a while 
and blow off the excess carbonic acid to restore it. 
In severe acidosis the bicarbonate of the blood is so 


late, and thus restore the normal pH. 


low that very rapid deep breathing is necessary all 
the time to maintain the ratio at twenty to one. The 
lungs are the chief excretory organ of the volatile 
carbonic acid and they also remove a certain amount 
of acetone. 

Usual Treatment. The usual treatment of severe 
acidosis, quite rationally, is directed toward restoring 
the body’s natural defenses against the condition as 
rapidly as possible. Body fluid is replaced by 
parenteral administration of saline and dextrose so- 
lutions. Saline and dextrose solutions are much 
more effective than simple dextrose solutions. On 
the other hand, it must be remembered that cal- 
cium and potassium salts also have been depleted 
and that potassium is the most important intra- 
cellular base. Therefore, Ringer’s solution and dex- 


When 


the dextrose and salt solutions are administered the 


trose are preferable to saline and dextrose. 
anhydremia is relieved. In other words, the circu- 
lation is restored and the kidneys again can assume 
their base conserving functions. Then it is up to 
the kidneys to manufacture ammonia from urea, 
excrete it with chloride, and leave behind sodium 
enough to restore the body’s alkaline reserve. This 


they can accomplish in many instances, but usually 
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it is a process which extends over a period of days. 


Twelve hours is an excellent response when this 
method is relied upon, and in many severe cases the 
acidosis will continue unabated for two or three days. 
Always it must be remembered that with this treat- 
ment we rely on renal function, and that often in 
these cases renal function is impaired and actual 
kidney damage is present, as is evidenced by urinary 
and autopsy findings. 

There is another mechanism which tends to restore 
base. When the ketogenic state is relieved by ad- 
ministration of insulin and dextrose to the diabetic 
the underlying cause of the acidosis is removed. At 
the same time there may be present in the body fluids 
a certain amount of sodium salts of ketone bodies. 
If, then, ketone bodies are promptly burned, the 
sodium ion is left free to restore the alkaline reserve. 
But the amount of sodium salt which can be set free 
in this fashion is extremely variable and cannot be 
predicted. Sometimes a large amount of these 
ketone-body salts will persist for days after insulin 
and dextrose treatment have been established, and 
at other times they are burned promptly. Sometimes 
in the cases of severest acidosis there is little of these 
salts present, and at other times there is much. It 
is a mechanism which cannot be relied upon. 

To summarize, in the usual treatment of severe 
acidosis we depend on the prompt restoration of kid- 
ney function by relieving the anhydremia. We sup- 
ply the raw materials to the kidneys in the form of 
chlorides and hope that they will be able to convert 
them into base bicarbonate, we remove the underly- 
ing cause of the acidosis by supplying insulin and 
dextrose, and we give supportive measures such as 
external heat and stimulants. If the disease is severe 
diarrhea we try to relieve the cause of the frequent 
stools and vomiting. 

Sodium Lactate Therapy. Sodium lactate will re- 
store the alkaline reserve of the body accurately, 
promptly, and safely. It will relieve the symptoms 
of acidosis in three to five hours. It does not depend 
on renal function for its action. The liver cells 
convert a little less than half the lactate ions into 
liver glycogen, most of the remainder is burned by 
the muscle cells with production of carbon dioxide 
and heat (3 or 4 cals. per kilo body weight). A 
small amount of the lactate is lost in the urine. 


Thus in three to five hours the lactate is metabo- 
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lized, exerting an anti-ketogenic effect like dextrose, 
restoring body temperature, and releasing valuable 
sodium ions for the restoration of the alkaline re- 
serve. The metabolism of the lactate radical, like 
dextrose, requires extra insulin in the case of the 
diabetic. In the cases of diarrhea insulin need not 
be given. 

Along with the lactate, Ringer’s solution is given 
to restore the chlorides, calcium, and potassium. 
The diabetic patients as a rule are able to take their 
trays within twelve hours of admission, and from 
that time on it is a problem of diet and insulin 
adjustment. 

The patients with severe diarrhea will continue to 
lose base and fluids in their stools. The condition 
of acidosis and anhydremia may recur in a few hours 
after it is completely relieved by sodium lactate treat- 
ment. By the continuous administration of dex- 
trose and Ringer’s solution with intravenous drip 
they will usually maintain their improvement in 
alkaline reserve, but still may succumb to the over- 
whelming toxemia of a dysentery infection. 

Indications and Dosage. The indication for 
sodium lactate therapy is severe acidosis from any 
cause. The most frequent causes are diabetes and 
diarrhea and vomiting. The recognition of severe 
acidosis should be based on experience in correlating 
the clinical picture with the laboratory determina- 
tions of carbon dioxide content of the blood. After 
one is familiar with the picture it is not absolutely 
essential to have these carbon dioxide determina- 
tions to recognize the need for this therapy. The 
hyperventilation of fever or pneumonia might be 
confusing to the inexperienced. Certainly the car- 
bon dioxide determinations are a great help in fol- 
lowing the course of the recovery. But many a 
patient can be rescued from overwhelming acidosis 
in the backwoods without laboratory aid. 

The dose is determined by the size of the individ- 
ual. If ten c.c. of molar sodium lactate per kilo 
of body weight is administered the carbon dioxide 
content of the blood will be increased about 35 vols. 
per cent. The molar lactate is diluted to one-sixth 
molar concentration with distilled water before ad- 
ministration. This dilution is essential; otherwise 
a fatal hyperpyrexia might be precipitated. From 
one-third to half of the total dose is given in the 
vein and the remainder either subcutaneously or in- 


traperitoneally. In diabetic coma this dose is given 
as promptly as possible, without waiting for the ~e- 
ports from the laboratory, and at the same time ‘\o 
units of insulin per kilo of body weight. Subse- 
quent doses of insulin will depend on the origiial 
and subsequent laboratory reports. In children we 
estimate the excess sugar in the body from the blood 
sugar and body weight, and give enough insulin 
promptly to restore it tonormal. In adults I believe 
there are objections to reducing the blood sugar too 
rapidly. 

The standard dose of 60 c.c. of 1/6 molar lactate 
per kilogram of body weight is never too much in 
severe acidosis and can be given as soon as the 
diagnosis is established. If before administration 
40 c.c. of Ringer’s solution per kilogram is added to 
the 60 c.c. of lactate solution, the resultant mixture 
is rapidly absorbed from the subcutaneous spaces, is 
not irritating when given intraperitoneally, and rap- 
idly restores the chlorides, potassium and calcium 
ions as well as the sodium ion. 


SUMMARY 

1. Loss of sodium ion in combination with ketone 
bodies depletes the blood bicarbonate and chloride 
and leads to the acidosis and dehydration of diabetic 
coma. 

2. Loss of fixed base in the bile and pancreatic 
juice which are passed in the diarrheal stool, to- 
gether with a starvation ketosis, accounts for the 
acidosis of severe diarrhea. 


> 


against acidosis because of their ability to regulate 


the acidity of the urine and to substitute ammonia 
for fixed base in the excretion of acids. The lungs 
excrete volatile acids and regulate the pH of ihe 
blood. 

4. The usual treatment of acidosis is to restore 
the circulation and supply chlorides from which the 
kidneys can derive fixed base. It depends on kidney 
function. 

5. Sodium lactate therapy is independent of kid- 
ney function and will restore the alkaline reserve 
in three to five hours. , 

6. The indication for sodium lactate therapy is 
severe acidosis from any cause. 
pends on body weight, 60 c.c. of 1/6 molar lactate 
per kilogram of body weight elevating the alkaline 


The dosage de- 


reserve about 35 vols. per cent. To this should be 


3. The kidneys are the body’s chief defense 
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dded 40 c.c. of Ringer’s solution per kilogram to 
store the blood chlorides, potassium and calcium. 
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Miscellaneous 


Function and Scope of Health Units in Vir- 
ginfa. 

As a number of Health District units have been 
organized in Virginia during the past year, we be- 
lieve many of our readers will be interested in know- 
ing more of the work of the various units as is well 
explained in the following correspondence taken 
from The Northampton Times of Cape Charles, Va. 
As will be noted, the inquiry by the Eastville Com- 
munity League was made in a spirit of cooperation 
and Dr. McCreary has given a very enlightening 
reply. 

Marcu 20, 1936. 
Dr. A. B. McCreary, 
CounTy HEALTH OFFICER, 
EASTVILLE, VIRGINIA. 
My Dear Dr. McCreary: 

Several members of the Eastville Community League 
have brought to the attention of the League the fact 
that there is not a great deal of clarity in the minds 
of many of the citizens as to the functions of the Health 
Unit. Feeling that your office wishes the people to un- 
derstand the scope of the work of the Health Unit, the 
League has delegated me to ask you to publish in the 
county press an outline of the work of the health units 
as they traditionally operated throughout the country. 

You will understand, of course, that our League is 
promulgating this question in a spirit of cooperation 
rather than in a spirit of fault-finding. So frequently 
public agencies of long and useful standing are unwit- 
tingly maligned because of ignorance of the merits 
actuating the work of such agencies. We feel, therefore, 
that a statement of the scope of work of the local health 
unit will be not only timely, but will also go a long way 
toward building up an appreciation of the principles 
guiding the work of other indispensable agencies. Such, 
certainly, is the spirit of our League. 
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With the assurance that we are willing to assist you 
in any of your clinics, educational campaigns, and 
drives in the field of preventive medicine, we are 

Very sincerely yours, 


EASTVILLE COMMUNITY LEAGUE. Per W. F. 
LAWSON, JR., Chairman of Committee to confer with 
Health Unit Officials as to Duties of Health Office. 


MARCH 23, 1936. 
Mr. W. F. Lawson, JR., 
EASTVILLE COMMUNITY LEAGUE, 
EASTVILLE, VIRGINIA. 
My Dear Mr. LAwson AND MEMBERS OF THE COMMUNITY 
LEAGUE: 

Your letter of March 20th relative to the function and 
scope of Public Health activities to hand. The depart- 
ment wishes to express its appreciation of the interest 
manifested by this inquiry as well as the spirit of co- 
operation exhibited at all times by the League. 

The functions of a Public Health Department may 
be defined as being within the scope of the meaning of 
four words, viz.: educational, advisory, investigatory, 
and legal. Under education would come all activities 
of a nature designed to acquaint the public with neces- 
sary facts for the safeguarding of health and the con- 
seryation of life. Advisory may be considered as that 
service rendered to the physicians and fo the public in 
consultations, conferences, and advice of community in- 
terest. Investigatory rendered to individuls on prob- 
lems is self-explanatory and refers to the survey of 
conditions involving sanitary environment, contacts, 
family history, or anything which may have a bearing 
on the source of known disease, or a nuisance which 
may be a menace to health and life. Under legal would 
be included the enforcement of public health statutes, 
quarantine, sanitation, and abatement of nuisances detri- 
mental to health. 

A health department may be considered as having five 
major divisions, namely: Vital Statistics, Health’ Edu- 
cation and Hygiene, Epidemiology, Laboratory, and Sani- 
tation. Vital Statistics deal with the fundamental facts 
regarding population, births, deaths, marriages, divorces 
and the incidence of disease. 

These facts are invaluable to a health department. 
No capable business man would think of attempting to 
conduct a business without an inventory of all facts 
and conditions which have a bearing upon the ultimate 
success of the venture. The department files, com- 
putes, and analyzes these figures with a view to apply- 
ing sane preventive measures where they are needed. 

Health Education and Hygiene includes all phases of 
Health Education: Infant and Maternal Clinics, Pre- 
school Clinics, School examination, distribution of litera- 
ture, release of news articles, lectures on health con- 
ditions, the dessemination of information. 

Sanitation is the basis of all public health procedure, 
but in order to achieve the greatest results it is neces- 
sary that the public be educated to understand the 


reasons for health measures. 
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The division of Sanitation strives through education, 
demonstration and legislation to create a healthful en- 
vironment, and wholesome nutritious foods. Control of 
all food and milk should be under the Health Depart- 
ment, but even then the most satisfactory inspector is 
the purchaser who knows to demand only that which 
is approved by the health department. Control of 
sewage disposal is an important function of this di- 
vision because of the diseases due to alvine discharges, 
typhoid, dysentery, parasitosis, etc. 

Epidemiology is that division which deals with the 
source, spread and control of communicable disease. 
Having found and corrected the source of disease, con- 
trol measures may then be more effectively applied. The 
for the diagnosis of disease, and the 
analysis of food, water and milk to determine their 
safety for human consumption. 

This is a brief synopsis of the duties of a health 
department; more detailed discussion of the activities 
in this county will be found in the annual report to be 
released soon. 

There is an erroneous idea in the minds of many peo- 
ple that the health department should indulge in the 
practice of medicine. Prevention, and not Treatment 
is the function of the Health Department. The depart- 
ment is working for the people of Northampton County 
as a whole. 

The Highway Department builds roads through our 
State and county, but they are not authorized to build 
a private road through some individual’s property. Our 
teachers instruct the children at school, but they are not 
expected to furnish private tutoring in the homes. The 
county employs a Commonwealth Attorney to protect the 
legal interests of the people, yet no one would expect 
him to take a private case in court as a part of his 
duties as an office holder. The Health Department is 
the legal arm of government for the protection of the 
health of the community, and not for the medical treat- 
ment of the individual. Public Health is a specialty of 
medicine. One would not go to an obstetrician to get 
glasses fitted; they would consult a specialist on that 
phase of medical science. 


Laboratory is 


It is obvious that one Health Officer cannot serve 
Northampton County in the capacity of private physician. 
No one physician could possibly carry such a load and 
such an attempt would completely curtail all legitimate 
public health activities. 

The medical profession has always carried the charity 
load without grumbling, although there is no logical 
reason why this load should not be spread over the 
many as a community problem rather than expecting the 
private practitioner to carry the entire burden. No one 
expects the grocer to supply the indigent with food, 
neither does anyone contemplate the opening of a State 
or County Commissary to supply the indigent. Why 
then should a different arrangement be expected with 
reference to medica! care of this class? 

The Health Department and the medical profession 
of Northampton County are working in complete har- 
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mony and cooperation for the furtherance of the be 
interests of the people of this area. 

No Health Department can succeed without the c 
operation of the physicians, and no health departme: 
can maintain this cooperation by disregarding the pr« 
rogatives of the physicians. 

Thanking you again for your letter which affords \ 
the opportunity of clarifying our position and thankin 
the League for the whole-hearted cooperation given vu: 
in the past, we assure you of our continued desire t 
serve you in any capacity for the good of the whol 
people. Very sincerely yours, 

A. B. McCreary, M. D., 
Director Northampton Unit. 





Public Health Statistics 
I. C. Riccin, M. D. 


State Health Commissioner of Virginia 


The communicable disease reports received at 
the office of Dr. G. F. McGinnes, State Epidemi- 
ologist, for the month of April, 1936, show the fol- 
lowing cases compared with the same month in 


1935: 1936 1935 
Typhoid and Paratyphoid Fever ____-_ 13 22 
Diphtheria a i e.5 55 56 
Scarlet Fever ge Oh . 22 151 
Measles 568 2,977 
Meningitis scones — 43 31 
Poliomyelitis Pee ; 2 0 
Rocky Mountain Spotted Fever 0 0 
Typhus Fever waren = 0 0 
Undulant Fever - eee a eee 0 1 
Tularaemia : 0 6 
Smallpox 2 2 


The above figures show an increase in the num- 
ber of scarlet fever, meningitis and poliomyelitis 
cases reported for April, 1936, over those reported 
for the same month in 1935. However, when the 
total number of these cases for the four months 
period January through April, 1936, is compared 
with the same period in 1935 an increase in men- 
ingitis alone is observed. The following table shows 
the total number of cases of certain diseases re- 
ported for the four months period January through 


April, 1936, compared with the same period in 1935. 


Jan.-April Jan.-April 

1936 1935 
Typhoid and Paratyphoid Fever__- 62 93 
Diphtheria 292 329 
Scarlet Fever 883 919 
Measles ____ “2 1,692 14,116 
Meningitis % 7 229 98 
Poliomyelitis _ oa 5 6 
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cocky Mountain Spotted Fever 0 1 
fyphus Fever ses 0 1 
(Undulant Fever 

fularaemia ie 18 19 
smallpox seen 2 a 


Meningitis was slightly increased throughout the 
State and reached epidemic proportions in certain 
areas of Southwest Virginia. In these localities the 
disease was quite virulent and appeared chiefly in 
those homes in which overcrowding was evident. 
Young children were more frequently attacked than 
adults with a high case fatality rate in the very 
young. ‘The secondary attack rate was appreciably 
higher than that generally recorded for this disease 
in the civil population. The clinical manifestations 
were confusing in a number of the cases, the dis- 
ease in its onset resembling influenza or a severe re- 
spiratory infection with evidence of patchy consoli- 
dation with moist rales in one or both lungs. Men- 
ingeal symptoms were frequently late in appearing 
and occasionally death supervened before definite 
signs of meningitis could be detected. Only by a 
high degree of suspicion and the routine use of 
lumbar puncture as a diagnostic procedure were a 
number of these cases detected and given specific 
therapy. The peak of the meningitis cases was 
reached in February during which month 100 cases 
were reported, chiefly from’ the Southwest area. 
Since this time there has been a steady decline in 
the number of cases reported. 

Though at no time Statewide in its distribution, 
scarlet fever has shown an unusual increased preva- 
lence in certain areas, noticeably in one area of Rich- 
mond city. In other areas the disease has been 
masked by the appearance of German measles which, 
occurring at the same time with mild cases of scarlet 
fever, has led to the necessity of careful observation 
to differentiate the two diseases. 

The marked decrease in the number of measles 
cases is to be expected when the cyclic nature of this 
disease is considered. The decrease in the number 
of cases of diphtheria and typhoid fever is encour- 
aging and perhaps indicates that with the continua- 
tion of the methods advocated for the control of 
these diseases a new low level may be expected for 
1936. 


Little of significance can be shown in the num- 


ber of cases reported for the other diseases listed. 
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Woman’s Auxiliary 
to the 


Medical Society of Va. 


President—Mrs, FLETCHER J. Wricut, 49 S. Market St., 
Petersburg. 

Prestdent-Elect—Mnrs. F. D. Witson, 5352 Studley Ave., 
Norfolk. 

Corresponding Secretary—Mnrs.. MEADE EpMuUNDs, Wal- 
nut Hill, Petersburg. 





Recording Secretary—Mnrs. HArotp W. Potter, 70 33rd 
St., Newport News. 

Treasurer—Mrs. REUBEN F. Simms, 2502 Hawthorne 
Ave., Richmond. 

Chairman, Press and Publicity—Mrs. JAMES B. STONE, 
15 Maxwell Road, Richmond. 


Why An Auxiliary? 

The campaign now well under way to form 
auxiliaries to the county and State medical societies 
gives point to the question raised in the Wisconsin 
Medical Journal, “Why an Auxiliary?” We might 
as well ask “Why a Wife?” says the writer, who 
dips his pen in effervescent ink, and gives us this: 

“Medical organization went on for nearly a cen- 
tury in a state of single blessedness. Like an old 
bachelor, it never seemed to realize that it was doing 
many odd jobs which could be done by a helpmate, 
and that its standing in the community was being 
sorely neglected. Then one spring morning some ten 
years ago came a comely lady, who announced her- 
self as Mrs. Auxiliary, rolled up her sleeves, nudged 
Mr. Medicine in the side, and said, ‘Shove over— 
I’m going to pitch in, help get your house in order, 
and I’m going to be your partner.’ The old fellow, 
unaccustomed to team work, grumbled, and still 
sputters at times, but down in his heart realizes how 
efficient she has been. During the years she has 
grown and developed into a buxom housewife, on 
whom he has learned to depend more and more. 
She has been helpful in more ways than he realizes, 
and she can do more and more for him as time 
goes on, and he learns more to rely on her. Her 
main job is to improve his standing in the com- 
munity. He has been a hermit and has covered up 
his sterling qualities and his good deeds. He has 
had few contacts with others and she can do much 
in bringing about a better appreciation of his work 
and of his worth.".—New York State Journal of 
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Medicine, October, 1935, also Pennsylvania Medi- 
cal Journal, December, 1935. 


Auxiliary to Accomac and Northampton 

Medical Societies. 

The above organization is the latest addition to 
the State Auxiliary family. A called meeting of 
the physicians’ wives of Accomac and Northamp- 
ton Counties was held in the early spring at the 
home of Mrs. H. L. Denoon, Jr., in Nassawadox. 
Mrs. Franklin D. Wilson, State Chairman of Or- 
ganization was present. The first regular meeting of 
this newly-organized group took place on April 21st 
at the home of Mrs. Rooker J. White, Keller, Va., 
The president, Mrs. 
Plans for the Work 
Projects for the remainder of the year were dis- 


with sixteen members present. 
H. L. Denoon, Jr., presided. 


cussed—the main project being the supplying of 
pillows and linens to the Northampton-Accomac Me- 
morial Hospital. The Projects Chairman, Mrs. E. 
W. P. Downing, suggested a general fund for pa- 
tients at Catawba—especially children. Mrs. J. H. 
Hiden suggested that the Auxiliary work towards 
the education of the public in general health prin- 
ciples and better hygiene. A motion was made and 
carried that a series of subscription card parties be 
given to raise the needed funds for these projects. 
The newly-elected officers, installed at this time, were 
President, Mrs. H. L. Denoon, Jr., 
Nassawadox; vice-president, Mrs. John W. Robert- 
son, Onancock; secretary, Mrs. Holland Trower, 
Eastville; Mrs. C. E. Critcher, New 
Church; advisory council, Dr. J. Mortimer Lynch, 
Northampton County; Dr. John W. Robertson, Ac- 
comac County. 


as follows: 


treasurer, 


The next regular meeting will be held at the 
home of Mrs. S. K. Ames, Cape Charles, on Tues- 
day, October 6th. 


The Woman’s Auxiliary to Mid-Tidewater 

Medical Society 

Met in Saluda April 28th, with Mrs. Fletcher J. 
Wright, State President, and Mrs. Edmunds, of 
Petersburg, as guests. Plans were discussed for a 
debate on State Medicine to be given in the near 
future. Mrs. James W. Smith read an interesting 
article on State Medicine, followed by a poem read 
by Mrs. Hawes Campbell, entitled, “I Will.” Mrs. 
Wright brought an interesting message on auxiliary 
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work, which she followed up with a Doctors’ Da 
program. The next meeting will be held in Jul 
at Gloucester, Va. 


The Auxiliary to the Richmond Academy o 

Medicine. 

Had as guests at its April meeting Mrs. Fletch 
J. Wright, State President, Dr. Allison Hodges « 
the State Advisory Council, and Dr. Roshier \ 
Miller, President of the Richmond Academy o 
Medicine. 
at this meeting, and took the form of a memorial 
to Dr. Southgate Leigh. Mrs. Raymond Garcin reac 
Edgar Guest’s poem, “The Doctor.” Mrs. Joseph 
Bear read an account of Dr. Leigh’s life from the 
April issue of the Vircrnta MepicaL MonrTHLy, 
and Mrs. James B. Stone read an appreciation of 


The Doctors’ Day program was observed 


Dr. Leigh from the Woman’s Auxiliary page of the 
same issue of the Montruiy. Dr. and Mrs. Alli- 
son Hodges, co-founders of the State Auxiliary with 
Dr. Leigh, both paid fitting tributes to his memory. 
On May 19th, 20th, 21st, and 22nd, the Rich- 
mond Auxiliary sponsored a Cooking School in con- 
junction with the Florence Nightingale Circle, Sun- 
shine Circle King’s Daughters, and the American 
Legion Auxiliary, Post 38. This Cooking School, 
the largest of its kind in the country, aroused much 
interest locally and was well attended. The Auxil- 
iary receives one-fourth of the proceeds from the 
sale of tickets, and this money will be used to 
further the philanthropic work of the Auxiliary. 


James City-New Kent Medical Auxiliary. 

The March meeting of this Auxiliary was held 
at the home of Mrs. E. B. Kilby in Toano, with 
Mrs. A. M. Sneed, the president, presiding. In the 
discussion of old and new business, plans were 
made to entertain our State president at an early 
date. 
Night” in May or June. 

Our guests for the afternoon were Mrs. T. S. 
Cox, chairman of the Red Cross division for James 
City County, and Mrs. Brake, our Red Cross nurse, 
both of whom gave interesting talks about their work 


Plans were also discussed to have a “Doctors’ 


in James City County. 
Upon adjournment, Mrs. Kilby entertained at a 
social hour. 
(Mrs. L. V.) MABEL HENDERSON, 
Reporter. 
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Book Announcements 


You Must Eat Meat. Fancies, Foibles and Facts 
about Meat. By MAX ERNEST JUTTE, M. D., 
Formerly lecturer on Stomach and Intestinal Dis- 


eases, New York Polyclinic Medical School; ete. 
New York. G. P. Putnam’s Sons. 1936. 73x54 
inches. xi-164 pgs. Illustrated. Cloth. Price, 
$2.00. 


The author’s theme is that many digestive disturb- 
inces and most diseases are due to too large a per- 
centage of carbohydrate in the diet, with consequent 
auto-intoxication. Therefore, one “must eat meat.” 
However laudable the author’s fundamental idea may 
be, it is unfortunate that he supports his conclusions 
with a mass of erroneous verbiage. He submits to 
the laity the weirdest and most outworn conceptions 
of human physiology and biochemistry that have ap- 
peared in print since Dr. Hays first offered to the 
breathlessly expectant world the facts of food in- 
compatibility. We learn that fermentation of foods 
by bacteria, yeast, and molds, give rise to gases 
which “irritate and benumb their (the intestinal) 
lining membranes, and later give rise to intestinal 
‘catarrh’ and ultimately to ‘dropping’ of the abdomi- 
nal organs.” Likewise, carbohydrates are fermented 
into glucose, then lactic acid, and finally (by some 
triumph of chemistry), into butyric acid, carbonic 
acid gas, and hydrogen. Epineplirine also main- 
tains the proper sugar content of the blood and neu- 
tralizes various poisons. The principal function of 
the spleen is to assist in the generation of red blood 
corpuscles. The liver probably secretes a hormone, 
because of its beneficial effects in pernicious ane- 
mia. Acid citrous fruits do not produce an alkaline 
reaction in the body. On the contrary, since there 
is “certainly no such a thing as an acid, as if by 
magic, turning into an alkali in the body,” they de- 
plete the alkali reserve. 
of unknown composition 


“Vitamins are substances 

” 

Such an exhibition of gross ignorance of modern 
physiology completely nullifies the praiseworthy 
purpose of the author in combating prevalent fads 
of vegetarianism and food incompatibilities. 

R. J. MAIN. 
Cardiac Output and Arterial Hypertension. By SID- 


NEY A. GLADSTONE, M. D. New York City. 
1935. Octavo of 56 pages. Cloth. Price, $1.00. 


Foreword: The following papers represent a par- 
tial report of the investigations conducted during 
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the author’s second year (September 1, 1934 to 
September 1, 1935) of tenure of the Richard and 
Ella Hunt Sutro Fellowship for Cardio-vascular 
research at the Mount Sinai Hospital, New York 
City.” 

The title is somewhat misleading for the major 
part of the book is taken up with a study of cardiac 
output and the evaluation of the different methods 
The 
critical analysis of the different methods is a very 
valuable survey of this difficult field of research. 
The modification of the gas method for estimating 
cardiac output designed by the author would appear 
to the reviewer to have certain advantages; neverthe- 
less, one still feels that there is much to be desired 
in technique before cardiac output and minute 
volume studies can be utilized with any degree of 
assurance in the study of the dynamics of this cir- 
culation. 


In Chapter 3 he re-emphasizes the well-known 
fact that cardiac output has little if anything to do 
with arterial hypertension. 

The fourth chapter is a very ingenious discussion 
of the pathogenesis of hypertension. In summary, 
the author believes that there is formed in the kid- 
ney a pressor substance which has much to do with 
control of the blood pressure. The mechanism of 
control consists of eliminating in the urine this ma- 
terial in such amounts that the blood pressure will 
remain at a level adequate for an effective filtration 
pressure in the glomeruli, and in hypertension the 
kidney allows the concentration of the pressor ma- 
terial to accumulate in the blood so that a compen- 
satory hypertension will maintain adequate blood 
flow through the kidney. This hypothesis is a re- 
statement of the old concept originally conceived by 
Cohnheim. 


Space does not allow a critical discussion of this 
concept of hypertension, therefore, it is recom- 
mended that those interested in the pathogenesis of 
hypertension could review the 


very profitably 


author’s monograph. 
The monograph as a whole will interest largely 

those concerned with the academic aspects of cardio- 

vascular disease. 

WILLIAM B. Porter, M. D. 
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Editorial 








Rabies on a Rampage. 

For the past ten years we have averaged annually 
in Virginia 120 proven cases of rabies among dogs. 
In 1935 the incidence of this disease rose to 235. 
During the first three months of 1936 there have 
been 113 heads reported as positive in the various 
laboratories of the State Department of Health. If 
the present rate of increase continues we may ex- 
pect a total of no less than 450 mad dogs in the 
State of Virginia this year. 

Since hydrophobia is a disease almost exclusively 
of canine origin no one can view this increasing in- 
cidence of rabies among dogs with complacency. 
Something must be done about it. The Board of 
Health is the logical agency to which we should 
turn. It possesses the necessary factual informa- 
tion and it must know how the danger can be 
eradicated, how it has been eradicated in England, 
how it has been eradicated in other countries. It 
is a well-known fact that preinfection vaccination of 
dogs is utterly impracticable. On the other hand 
the results of muzzling and rigid quarantine are 
astonishly effective. This disease can be controlled 
only by law and by law enforcement. The proper 
sort of propaganda is needed to effect this control. 
The Board of Health should put before the people 
of Virginia the situation as it exists and see to it 
that the public sentiment necessary in all law en- 
forcement is aroused. 


Roentgen Therapy in Sinusitis. 

Roentgen therapy in both acute and chronic 
sinusitis is now being so extensively employed that 
some evaluation of the procedure seems indicated. 
As long ago as 1922 cautious attempts at this ap- 
proach to the relief of infected sinuses were being 
In 1930 Butler and Woolley reported a large 
group of cases, 80 per cent of whom were said to 


made. 


have been rendered symptom free or definitely im- 
proved. 1934 the 
authors published their results in 700 cases which 
they roughly divided into five groups: 
chronic infection with hypertrophic mem- 


In the latter part of same 
(1) cases 
with 
branes; (2) cases with polypi or cysts; (3) cases 
with atrophic membranes; (4) cases with fibrotic 
membranes; (5) cases which had been unrelieved 
by radical surgery. In this larger series they re- 
ported 9 per cent not cured or definitely improved. 
Their method is now being applied also to the 
treatment of acute and subacute infections and the 
same optimism seems to prevail. It is generally ad- 
mitted that every case treated should first be studied 
by a competent otolaryngologist who is prepared to 
inject lipiodol where indicated, to carry out the 
necessary cytological examinations of sinus wash- 
ings and who is alert to all the puzzling factors in 
chronic sinusitis—infected dental roots, allergic 
swelling of the membrane, and the multiple locali- 


zation of streptococci in small intramural abscesses. 
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ihe roentgen ray method in competent hands seems 

) be devoid of danger, and the end-result so far 
s the mucous membrane is concerned appears to 
© improvement in function. 

The manner in which these therapeutic results 
ollowing X-ray exposure are attained is said to 
1ave been worked out in experimental studies of 
ittificially infected sinuses in cats where it was 
shown that the primary effect of the rays was de- 
struction of the lymphocytes which extensively in- 
filtrate the lining membrane. It is assumed that in 
the breaking down of these lymphocytes ‘‘antibodies, 
ferments and other protective substances” are lib- 
erated to the confusion of invading bacteria. ‘These 
changes are said to be followed by increased blood 
harmful 
that the 


supply and secondary fibrosis without 


‘pithelial effects. It 
roentgen ray sterilizes the sinus. 


is not maintained 


These reports make it clear that the best results 
are obtained in chronic infections with hypertrophic 
membranes. One is reminded of the fact that these 
are the cases which also yield most readily to the 
ordinary measures of therapy. One wonders also 
what are the late after-effects of this type of treat- 
ment, how long a sinus so treated remains cured, 
and if recurrences follow and the same method of 
treatment is used, are the same results to be ex- 
pected? After further experimentation we shall prob- 
ably be told that roentgen therapy of sinusitis is use- 
ful in a certain group of cases, perhaps those char- 
acterized chiefly by round-cell infiltration; that in 
the early stages the plan of watchful waiting will 
still offer its large quota of expected cures; and that 
for certain other cases, particularly those having 
polypi and fibrotic membranes, radical surgery will 


still have its place. 


Serums and Vaccines. 

The frontiers of bacteriology and immunology 
ire being extended constantly. Fothergill in a re- 
cent issue of Clinical North America has given a 
valuable summary of some recent advances in serums 
ind vaccines. 

Tetanus toxoid represents a recent development 
of promise in the prophylaxis of one of our most 
dreaded infections. ‘The toxoid is made by alum 
precipitation of a formaldehyde incubated toxin. It 
requires three to five months before maximum im- 


munity is conferred. Its effects last from twelve to 
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eighteen months. If, however, on some subsequent 
occasion, a second dose is administered, a rapid 
secondary stimulation of immunity occurs, “often 
many times higher than the optimum level follow- 
ing the primary stimulation.” ‘This effect is secured 
in from seven to fifteen days. Tetanus toxoid is not 
a substitute for antitoxin in the treatment of lockjaw, 
nor should it be employed in an emergency unless a 
previously immunizing dose has been given at least 
five months before. It has been suggested that in 
the future we may come to a place where a mixture 
of diphtheria and tetanus toxoids with typhoid and 
paratyphoid A and B vaccine in a single injection 
may become routine in the prophylactic manage- 
ment of soldiers and those subject to the hazards 
of agriculture and animal husbandry. 

Interest in the toxin of the staphylococcus was 
reawakened by the recent Bundaberg accident in 
which twelve out of twenty-one children to whom 
an injection of diphtheria toxin antitoxin had been 
administered died from an acute staphylococcus sep- 
ticemia having its origin in a contamination of the 
diphtheria mixture. Out of this new interest in the 
staphylococcus a potent toxoid has been developed 
which is being employed satisfactorily in the treat- 
ment of certain types of acne, boils, carbuncles, 
blepharitis, recurrent styes and sycosis barbae. It 


is definitely of no value in staphylococcus osteo- 


myelitis or in septicemia due to this organism. Ex- 
perience with staphylococcus antitoxin has not 
yielded such favorable results. In fact all that 


may be said at this time for this type of therapy is 
that it may relieve certain symptoms which are of 
a purely toxic nature or it may prolong the life of 
the victim of the staphylococcus pyemia, but it is 
never curative. 

Ferry’s new meningococcus antitoxin has received 
considerable clinical trial within recent months. It 
is based upon the revolutionary assumption that the 
meningococcus is capable of producing a soluble 
exotoxin. This very premise is ardently denied by 
many competent bacteriologists who call attention 
to the autolytic processes commonly associated with 
the growth and culture of the meningococcus and 
point out that in broth filtrates such as Ferry has 
used, liberated endotoxins are abundant. Some feel 
that the toxin employed by Ferry in the production 
differs little 
the material commonly used in the immunization 


of his so-called antitoxin very from 
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of horses to produce commercial antimeningococcus 
serum. If this be true Ferry’s antitoxin may turn 
out to be identical with Flexner’s serum arrived at 
in a slightly different way. 

At least vaccination against whooping cough seems 
to be upon a firm foundation with Sauer’s vaccine 
being preferred to Krueger’s. The secret, as with 
most vaccines, appears to be in employing at the 
proper time in large enough doses a vaccine de- 
rived from virulent Phase I cultures of Hemophilus 
pertussis. The vaccine must be given at least a 
month before exposure or during the catarrhal stage. 
It therefore represents an active immunizing agent 
and is in no sense a therapeutic measure. 

Placental extracts as immunizing agents are com- 
ing to the fore, and depend for their rationale upon 
the well-known fact that new-born infants enjoy im- 
munity to many communicable diseases by virtue of 
immune bodies contained in the placenta and its 
imprisoned blood. ‘These preparations are saline 
extracts of macerate human placentas, the globulin 
fraction of which has been precipitated with am- 
monium sulphate, redissolved and rendered sterile 
by Berkefeld filterization. The application of this 
extract in the prevention of measles is of chief in- 
terest at the present time. Fothergill states that 
“there appears to be no question but that placental 
extract is capable of preventing or modifying measles 
and should therefore be a valuable agent in the con- 
trol of this disease... . It should do away with 
the trouble and annoyance of seeking and obtaining 
convalescent serum at just the right moment when 


occasion for its use arises.” 


When the Ideal Hospital Comes. 

The ideal modern hospital will exhibit all the ad- 
vantages of present-day building construction. It 
will be at once beautiful and useful. If in a down- 
town district it will tower above the noise of the 
street. From it odors will be banished. It will be 
built of durable sound-proof material. It will be 
air conditioned. It will be ministered to by silent 
elevators run with speed and promptness. Courtesy 
and tact and expedition will characterize its tele- 
phone service. There will be an abundance of day- 
light, but windows and bed space will be so arranged 
that patients will not have to lie facing the fatigu- 
ing rays of the sun. Artificial lighting will also be 
planned with the comfort of the patient in mind. 
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The ideal modern hospital will boast a departmer 

of physical therapy, which will furnish massage an 

all types of therapeutic heat and baths. There wi 

be no crowding of operating rooms which will n« 

only be properly air conditioned, lighted an 

equipped, but so physically arranged that they wil 
be as accessible to patients as they are inaccessibl 
to germs. The laboratory service of such a hos 
pital will be expeditious and accurate and its ot 

fices will be executed with a consideration for th 
feelings of patients sometimes said to be neglected 
in the nonclinical branches of medicine. 

Nursing in the ideal modern hospital will closel) 
approximate the Nightingale ideal. Long ago that 
eminent Victorian set an ageless standard when sh« 
demanded of her followers, chastity, sobriety, hon 
esty, truthfulness, cheerfulness, 
cleanliness, quietness, thought only of their pa- 
tients. In such a hospital discipline, good manners 
and the art of medicine will be so intimate a part 
of interne instruction that when these young men 


trustworthiness, 


make the inevitable shift to private practice there 
will be no rude awakening for any of them. All 
the orderlies and male nurses in such an institution 
will be graduates of a recognized training school. 
Too often they have been the untutored male spirit- 
ual descendants of Sarah Gamp. 


Visitors will be few in such an institution. They 
will not be permitted to throng the corridors and 
wards to the discomfort and positive injury of pa- 
In such a hospital less primitive methods 
of serving food will obtain and meal time will appear 
less like feeding time at the circus. 


In the ideal modern hospital there will be no big 
chief to whom all must kowtow. All attending 
physicians and surgeons will be men of reputable 
standing who adhere to the rigid standards of mod- 
ern medical practice. ‘The democracy of science 
leaves little room for any other ambition than that 
of service. 


The ideal modern hospital will of course be con- 
nected with some teaching institution, but the diag- 
nosis and cure of the sick will always be para- 
mount, relegating teaching, research and all other 
legitimate uses of the hospital into a secondary 
position. To its public wards will be attached 
private pavilions, for the type of care which money 
can purchase is not beyond the ideals of a democratic 




















hc spital, and private pavilions are served enormously 
by the spirit of research and careful investigation 
that inevitably spill over from properly conducted 
wards. 

Finally in the ideal modern institution hospitali- 
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zation will be within the reach of all the 
of the community. From it some patients 
able to purchase a superior type of service 
patients will be able to secure an adequate 
service. 





187 


citizens 
will be 
but all 
type of 








Department of Clinical and Medical Education 
of the 


Medical Society of Virginia 








Postgraduate Clinics at University of Vir- 
ginia. 

The Seventeenth Postgraduate Clinic offered by 
the Department of Medicine of the University of 
Virginia was held at the University of Virginia 
Hospital on May 8th according to the program an- 
nounced in the last issue of the MontHty. Sixty- 
one physicians of the State, in addition to members 
of the staffs of the Department of Medicine and 
University of Virginia Hospital were in attendance. 
Staunton, Virginia, furnished larger attendance than 
any other community, ten physicians from that town 


being present. 


The names and addresses of physicians attending 
follow: 


Dr. R. R. Goad, Hillsville. 

Dr. E. L. Grubbs, Front Royal. 
Dr. D. M. Kipps, Front Royal. 
Dr. W. O. Smith, Altavista. 
Dr. J. W. Preston, Roanoke. 
Dr. G. B. Barrow, Staunton. 
Dr. John O. Hurt, Staunton. 
Dr. J. F. Repass, Wytheville. 
Dr. W. R. Culbertson, Norton. 
Dr. H. E. Clarke, Massie’s Mills. 
Dr. J. F. Thaxton, Tye River. 
Dr. B. A. Rice, Forest. 

Dr. O. W. Carper, Front Royal. 
Dr. N. M. Canter, Harrisonburg. 
Dr. W. S. Ferguson, Lynchburg. 
Dr. E. A. Harper, Lynchburg. 
Dr. E. G. Scott, Lynchburg. 
Dr. J. J. Waff, Shenandoah. 
Dr. Carol Rice, Sweet Briar. 
Dr. M. J. Payne, Staunton. 

Dr. J. S. DeJarnette, Staunton. 


Dr. Alex. Robertson, Staunton. 

Dr. W. A. Murphy, Staunton. 

Dr. C. D. Bennett, Chatham. 

Dr. W. A. Kyger, Free Union. 

Dr. O. N. Shelton, Orange. 

Dr. H. S. Daniel, Louisa. 

Dr. H. G. Byrd, Louisa. 

Dr. Charles O. Dearmont, White Post. 
Dr. E. D. Davis, Jr., Crozet. 

Dr. C. H. Iden, Berryville. 

Dr. H. L. Baptist, Ivy. 

Dr. W. C. Archer, Waynesboro. 
Dr. F. J. Wright, Petersburg. 

Dr. J. Bolling Jones, Petersburg. 
Dr. D. C. Mayes, Church Road. 
Dr. B. F. Randolph, Arrington. 

Dr. Charles Robins, Jr., Richmond. 
Dr. L. T. Stoneburner, Jr., Richmond. 
Dr. Anita Lotti, Charlottesville. 

Dr. Dan O. Nichols, Charlottesville. 
Dr. W. H. Turner, Round Hill. 
Dr. G. R. Elliott, Orange. 

Dr. John E. Cole, Fredericksburg. 
Dr. T. W. Dew, Fredericksburg. 
Dr. F. T. Cassiday, Fredericksburg. 
Dr. H. C. McCoy, Gordonsville. 
Dr. H. F. White, Fishersville. 

Dr. C. W. Putney, Staunton. 


Dr. I. M. Nuckols, Mt. Sidney. 

Dr. L. G. Roberts, Moorman’s River. 
Dr. C. C. Canada, Staunton. 

Dr. C. W. Rodgers, Staunton. 


Dr. S. H. Garst, Staunton. 

Dr. A. S. Graham, Richmond. 
Dr. J. M. Hurt, Blackstone. 

Dr. Percy Harris, Scottsville. 

Dr. L. B. Newman, Hampton. 
Dr. H. T. Chelf, Culpeper. 

Dr. J. O. Mundy, Charlottesville. 
Dr. T. E. Patteson, Ransons. 
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Proceedings of Societies 





The Albemarle County Medical Society, 

At its regular meeting on May 7th, elected dele- 
gates and alternates to the State meeting .in Octo- 
ber. At this time, also, the Society presented to 
Dr. T. H. 
scribed: “The Albemarle County Medical Society 


Daniel a parchment on which was in- 


having learned with regret of the retirement from 
the active practice of medicine of Thomas Henry 
Daniel, M. D., and desiring to express its apprecia- 
tion of his services to this community as physician, 
counselor and friend, hereby confers on him the 
honors and privileges of life membership.” This 
was presented on behalf of the Society by Dr. J. C. 
The following doctors have been ad- 
mitted to membership in the past few months: Drs. 
W. B. Hankins, J. W. Davis, Jr., Asher McComb 
and G. S. Fitzhugh, of the University Hospital, 
and Dr. Mason C. Rowe, of the Martha Jefferson 
Hospital, Charlottesville. 

Dr. W. H. Paine and Dr. A. M. Smith, both 
of Charlottesville, are president and secretary, re- 


spectively, of this Society. 


Flippin. 


Richmond Academy of Medicine. 

The regular meeting of the Academy on April 
28th was held under the auspices of its section on 
the History of Medicine. This section, now com- 
posed of fifty-four local members and Dr. J. C. 
Flippin, of the University of Virginia, and Dr. 
Frederick C. Rinker, of Norfolk, had a dinner for 
members and their wives prior to the meeting of 
the Academy. Dr. Beverley R. Tucker, Richmond, 
was elected chairman of the section for the coming 
year, succeeding Dr. James K. Hall. 

At the meeting of the Academy, following the 
dinner, Dr. David Riesman, emeritus professor of 
clinical medicine and professor of history of medi- 
cine in the Medical School of the University of 
Pennsylvania, gave a most interesting address on 
“Life in a Mediaeval University.” Preceding his 
address, Dr. J. McCaw Tompkins presented the 
Academy with a snuff box and an early book by 
had belonged to Dr. James D. 
McCaw, of Richmond, but which was a gift to the 
Academy from General Walter D. McCaw, a great 
At this time, 


Hunter which 


grandson of their original owner. 


also, Dr. M. Pierce Rucker presented to the Aca.\- 
emy the portrait of Dr. Philip Syng Physick, “the 
father of American surgery.” ‘The portrait, recently 


discovered in a second-hand ,shop in Philadelphi: 


and believed to have been painted by Thomas Sully 
in his best style, has been acquired by the Academy 
The snuff box, 
book and portrait were accepted for the Academy by 
its president, Dr. Roshier W. Miller. 


and now hangs in its auditorium. 


The Roanoke Academy of Medicine 

Held its regular meeting on May 4th, at which 
time was received the report of the special commit- 
tee appointed in February to submit to the City 
Council its consideration, suggestions and recom- 
mendations for the care, treatment, and hospitaliza- 
After this the fol- 

Report of Two 
Cases of Necrosis of the Skin of the Scrotum Fol- 


tion of the city’s indigent sick. 


lowing program was presented: 


lowing the Use of Ice in the Treatment of Epi- 
didymitis, with lantern slides, by Dr. S. D. Carey; 
Carcinoma of the Scrotum by Dr. Frank Helves- 
tine; and Roentgen Ray Findings in Gastro-Intes- 
tinal Malignancy by Dr. J. T. McKinney. 
Officers elected for the year 1936-37 are: Presi- 
dent, Dr. Fred E. Hamlin; vice-presidents, Drs. H. 
H. Wescott and T. J. Hughes; and secretary-treas- 
urer, Dr. J. M. Bishop. All are of Roanoke. Dele- 
gates to the State Society meeting in Staunton were 


also elected. 


The Amelia County Medical Society, 

At a recent meeting, elected the following officers: 
President, Dr. G. Craig Eggleston, Amelia; vice- 
president, Dr. G. A. Arhart, Amelia; and secretary- 
treasurer, Dr. J. L. Hamner (re-elected), Mann- 
boro. Delegate and alternate were also named to 


Dr. J. M. Habel, Jr., Jeters- 


ville, is a new member of this Society. 


the State meeting. 


Dickenson-Buchanan County Medical So- 
ciety. 

At the meeting of this Society on May 15th, Dr. 
Tt. ©. 
to take the place of Dr. J. C. Sutherland who has 
moved to Sparta, Ill. Dr. R. L. Phipps, Clintwood, 


continues as president. The Society also elected its 


Sutherland, Haysi, was appointed secretary, 
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‘gate and alternate for the next meeting of the 


lot 


St.te Society at this time. 


Mid-Tidewater Medical Society. 

The regular quarterly meeting of this Society was 
hid on April 28th at Saluda, with Dr. E. L. W. 
Ferry presiding in the absence of the president, 
Dr. T. B. Latane. Papers were presented by Dr. 
F. S. Johns and Dr. O. O. Ashworth, of Richmond; 
and by Dr. M. H. Harris, West Point. 

Among the members present were Drs. J. N. 
DeShazo and J. M. Gouldin, of Essex; Drs. H. A. 
Tabb and James W. Smith, Gloucester; Drs. W. S. 
Cox, R. D. Bates, and E. L. W. Ferry, of King 
and Queen; Drs. W. E. Croxton, M. H. Harris, 
h Paul Pearson, Hawes Campbell, Sr., and Hawes 
Campbell, Jr., of King William; Dr. Clarence 
ty Campbell, of Hanover; and Drs. W. P. Jones, V. 
wil E. Stiff, and Horace F. Hoskins, of Middlesex. The 
a following visitors were also in attendance: Drs. F. 
1- S. Johns, O. O. Ashworth, and L. T. Price, of 
? Richmond; Drs. C. L. Harrell and P. St. L. Mon- 
cure, of Norfolk; and James Gary, of West Point. 
i- Delegates to the Staunton meeting of the Medi- 
cal Society of Virginia were elected at this time 
= and it was voted to hold the next meeting of the 
Society on the fourth Tuesday in July, at Gloucester. 


i- The Fauquier County Medical Society 
[. Met at the residence of Dr. J. Elwood Knight, 
Warrenton, Va., April 30th, with Drs. Knight and 
7 M. B. Hiden as hosts. The president, Dr. Richard 
e Mason, presided. The following program was pre- 
sented: Dr. John A. Gibson, Leesburg, on Doctors 
in Court and How They Should Testify; Colonel 
Benjamin L. Jacobson, of the U. S. Army, on Senil- 
ity and also some of his experiences in the Philip- 
pine Islands; Dr. W. O. Bailey, Leesburg, on the 
Practice of Medicine in Modern Russia; Miss Mary 
W. Riley, Superintendent of the Loudoun County 
Hospital, Leesburg, on Cooperation Between the 
Nursing Staff of the Hospital and Visiting Physi- 
cians, this being discussed by Miss Eleanor M. 
. Fisher, Superintendent of the Fauquier County Hos- 
pital, Warrenton; and Dr. Wm. R. Pretlow, War- 
renton, on Insanity in Female Patients, with Dr. 
Mark Thumim, of Delaplane, discussing it. A gen- 
eral round-table discussion followed this program. 
After the business session, supper was served and 
a social hour was enjoyed. 
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Alexandria Medical Society. 

Dr. W. Clyde West was elected president of this 
Society for the present year and Dr. W. B. Wilkins 
was re-elected secretary-treasurer. Both are of 


Alexandria. At a recent meeting delegate and 
alternate were named to the meeting of the Medi- 
cal Society of Virginia to be held in Staunton in 
the Fall. 


Virginia Society of Oto-Laryngology and 
Ophthalmology. . 
This Society held its annual meeting in the Rich- 

mond Academy of Medicine Building on May 2nd, 

with a good attendance. The president, Dr. Emory 

Hill, of Richmond, presided and made the opening 

address. Invited guests on the program were Dr. 

Alfred Cowan and Dr. Chevalier L. Jackson, both 

of Philadelphia. Interesting papers were read also 

by Dr. E. G. Gill and Fred E. Hamlin, of Roan- 

oke, and Dr. Clifton M. Miller, Dr. Neilson H. 

Turner and Dr. E. U. Wallerstein, of Richmond. 
The following officers were elected: President, Dr. 

Edwin W. Burton, University; vice-president, Dr. 

M. H. Hood, Portsmouth; and secretary-treasurer, 

Dr. G. G. Hankins (re-elected), Newport News. 

It was decided to hold the next meeting in Staunton, 

Va., in May, 1937. 


Virginia Peninsula Academy of Medicine. 

Officers of this Society at the present time are: 
President, Dr. H. D. Howe, Hampton, and secre- 
tary, Dr. A. A. Creecy, Newport News. 


The South Piedmont Medical Society 

Held its regular semi-annual meeting in Lynch- 
burg on April 21st, under the presidency of Dr. 
J. J. Neal, of Danville. Dr. F. O. Plunkett, Lynch- 
burg, Dr. I. C. Harrison, Danville, Dr. J. D. 
Hagood, Clover, and Dr. W. O. Tune, Brookneal, 
presented a symposium on Obstetrics. In addition 
to these, papers were read by Drs. Bernard H. Kyle, 
KE. S. Groseclose, H. H. Hurt, and Ernest G. Scott, 
of Lynchburg, and by the following guests: Dr. 
J. C. Flippin, of the University of Virginia; Dr. 
Wright Clarkson, Petersburg; Dr. A. A. Wilson, 
Charleston, W. Va., and Dr. Deryl S. Hart, Dur- 
ham, N. C. 

Election of officers was held at this meeting and 
the following named for the ensuing year: President, 
Dr. J. W. Devine, Lynchburg; vice-presidents, Drs. 
Ernest G. Scott, of Lynchburg, Roy W. Upchurch, 
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of Danville, L. P. Bailey, of Nathalie, and W. R. 
Martin, of Charlotte C. H.; secretary-treasurer, Dr. 
J. A. Owen (re-elected), South Boston. It was de- 
cided to hold the next meeting of the Society in 
Danville on November 24th. 


The Clinch Valley Medical Society 

Held its annual Spring meeting in Norton, Va., 
on April 25th, with the president, Dr. W. R. Wil- 
liams, Richlands, presiding. Dr. C. B. Bowyer, 
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Stonega, was at the secretary’s desk. The subject 
for discussion was “Meningitis” and Dr. Sura 
Branham, of the National Institute of Health of 
Washington, D. C., was the guest speaker. Dr. C. 
H. Reagan, district health officer, Dr. W. R. Wil- 
liams, and Dr. E. C. Harper, director of the South- 
western Virginia unit of the State Health Depart- 
ment, also took part in the program. 


The Fall meeting will be held in Lebanon, V: 





News 





Notes 








American Medical Association. 

Those attending the Kansas City meeting of the 
A. M. A. reported an excellent meeting. Dr. J. Tate 
Mason, Seattle, Wash., was installed as president, 
although he was prevented by illness from attend- 
ing. Dr. John H. J. Upham, of Columbus, Ohio, 
was named president-elect and Dr. Charles Gordon 
Heyd, of New York city, was elected vice-president. 
It was voted to hold the 1937 meeting of the Asso- 
ciation at Atlantic City. 


Virginia Doctors Named as Section Officers 

in the A. M. A. 

At the Kansas City meeting of the A. M. A., Dr. 
M. Pierce Rucker, of Richmond, was appointed 
chairman of the Section on Gynecology, Obstetrics 
and Abdominal Surgery for the coming year, and 
Dr. Emory Hill, also of Richmond, was named 
vice-chairman of the Section on Ophthalmology. 


Doctors Asked to Cooperate. 

The National Health Survey in regard to chronic 
and disabling illness, conducted by the U. S. Pub- 
lic Health Service in nineteen states, has been com- 
pleted. 
value of this survey, it will be necessary to have 


As announced last Fall, to secure the full 


additional data from the doctor in cases of medically 
attended illnesses for purposes of statistical compila- 
tion. Families visited were very cooperative in 
granting permission to secure necessary details from 
the doctor, such information, of course, to be re- 
garded as confidential. 

Forms are now being mailed doctors and we 
hope our readers will fill in and return them 


promptly. A fee of twenty-five cents will be paid 


the physician for each form he executes and re- 
turns. This help is needed to assure the scientific 


accuracy of the results. 


Warning! 

A man representing himself as J. C. Hinton, Presi- 
dent of Hinton and Company, 518 4th Street, Louis- 
ville, Ky., collects surgical instruments to be re- 
plated and resharpened or repaired and never re- 
turns them—the fee being paid in advance. The 
chief of police of Louisville advises that there is 
no such firm there. 

Dr. F. H. Crawford, Staunton, writes that the 
man is a crook, and should any doctor contact him, 
he would appreciate it if they would wire him col- 
lect. 


Dr. E. P. Tompkins, Lexington, sends in the 
following description of the man—he is gentle- 


manly in appearance, about five feet eight inches 
in height, weighing about 140 pounds, about thirty- 
six or thirty-eight years old, light complexion, wears 
glasses habitually (astigmatic lenses, rimless, octa- 
gon shaped), wore a Shriner’s pin (sword and 
crescent), is a fluent talker and interested in Egyp- 
tology. 


The Southside Virginia Medical Association 

Will hold its regular quarterly meeting at South 
Hill, Va., on June 9th. Dr. L. S. Early, Peters- 
burg, is president, and Dr. R. L. Raiford, Frank- 
lin, secretary. 


Dr. C. C. Trice Wins Automobile. 


Dr. C. C. Trice, who graduated from the Medical 
College of Virginia in 1935 and has since been 








re- 


al 
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terning at St. Luke’s Hospital, Richmond, Va., 
is presented with a master Chevrolet sedan on 
‘lay 16th. This was given as a major prize in a 
itionwide contest conducted by the Rexall Stores. 


To Head Fredericksburg Rotary Club. 

Dr. J. M. Holloway, Fredericksburg, Va., has 
een elected president of the Rotary Club of that 
ity for the year beginning July 1st. 

Dr. Claude Nunnally has been elected a member 


of the board of directors. 


Dr. R. S. Herring Returns from Abroad. 

Dr. R. S. Herring, a member of the attending 
staff of Grace Hospital, Richmond, Va., has just 
returned from a year’s study at the University of 
Vienna; Rotunda Hospital, Dublin, Ireland; and 
the Chicago Maternity Center. He opened offices 
at 401 West Grace Street, this city, on the first of 
May, and is specializing in gynecology and obstet- 


rics. 


Delayed Honor. 

Upon authorization of the State Legislature of 
Georgia, a statue in honor of Dr. Crawford W. 
Long, first physician to use ether anesthesia, was 
recently unveiled at Danielsville, Ga., near the 
plave of Dr. Long’s birth. 


Dr. Bigger Honored. 

Dr. I. A. Bigger, professor of surgery at the Medi- 
cal College of Virginia, Richmond, was elected to 
membership in the American Surgical Association 
at its meeting in Chicago, May 7th-9th. Member- 
ship in this Association is limited to 175 for the 
United States and Canada. The other Virginia 
members are: Dr. Stuart McGuire and Dr. J. Shel- 
ton Horsley, Richmond; Dr. R. L. Payne, Norfolk; 
Dr. Hugh Trout, Roanoke; and Dr. E. P. Lehman 
and Dr. Stephen H. Watts, University of Virginia. 


Married. 

Dr. Morton Morris Pinckney, Richmond, Va., 
and Miss Louise Lippitt Sinnickson, Bryn Mawr, 
Pa., May 16th. 

Dr. Leland Coffey Brown, Stuarts Draft, Va., and 
Miss Marjorie Mower, Staunton, Va., April 18th. 
Dr. Brown is an alumnus of the Medical College of 
Virginia, class of ’33, following which he interned 
at the White Cross Hospital in Columbus, Ohio. 

Dr. Oscar Hugh Fulcher, Welch, W. Va., of the 


class of ’26, University of Virginia, and Mrs. Irene 


Pendleton Moorman, at Princeton, W. Va., in 
March. 

Dr. James P. Pregnall, Jr., class of ’29, Medical 
College of Virginia, now practicing at Asbury Park, 
N. J., and Miss Marian Elizabeth Thompson, Al- 
lenhurst, N. J., May 12th. 

Dr. Walter L. Thomas, Lynchburg, Va., class of 
"31, University of Virginia, and Miss Maisie Den- 
hold, Durham, N. C., March 10th. 


Medical College of Virginia News. 

Dr. William B. Porter, professor of medicine, 
attended the annual meeting of the South Carolina 
State Medical Association at Greenville, giving a 
paper on The Relation of Nutritional Deficiencies 
to Heart Failure. 





Promotions in the adjunct faculty for the ses- 
sion 1936-37 were as follows: Dr. Nathan Bloom 
from assistant in medicine to instructor in medicine; 
Dr. H. C. Spalding from instructor in obstetrics to 
associate in obstetrics; Dr. W. T. Oppenheimer, 
Jr., from assistant in radiology to instructor in 
radiology; Dr. Charles M. Nelson from assistant 
in surgery to instructor in surgery; Dr. George D. 
Vermilya from assistant in surgery to instructor in 
In the school of dentistry Dr. H. T. 
Knighton was promoted from instructor in opera- 


surgery. 
tive dentistry to associate in operative dentistry. 


Dr. Rolland J. Main, associate professor of 
physiology, will spend the summer months in Europe 
visiting various institutions and observing teaching 
methods. 





Dr. Lewis E. Jarrett, superintendent of the hos- 
pital division, has been re-elected president of the 
Virginia Hospital Association. 


The fourth annual visiting day was held April 
24th with students from twelve different colleges at- 
tending. The group was welcomed by the president 
in the morning after which tours were made to the 
various departments of the institution. Luncheon 
was served to the visitors at Cabaniss Hall. 


Dr. Harvey B. Haag, professor of pharmacology, 
attended the annual meeting of the American Medi- 
cal Association in Kansas City, discussing a paper 
on teaching and research in pharmacology. 
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Commencement exercises of the College are being 
held from May 31st to June 2nd, inclusive. The 
graduates will represent fourteen states, one foreign 
country, and thirty-four of the 100 counties in Vir- 


ginia. 


News from University of Virginia, Depart- 
ment of Medicine. 

At the meeting of the University of Virginia Medi- 
cal Society on April 17th, Dr. J. Arnold Bargen, 
of the Mayo Clinic, spoke on the subject of Func- 
tional and Anatomic Effects of Colitis of Long 
Standing. 


On the morning of April 20th, Dr. W. H. Stoner, 
Research Consultant at the Experimental Research 
Laboratories of Burroughs, Wellcome and Company, 
addressed the Fourth-Year Class on the subject of 
Cancer Research. 


Dr. C. S. Lentz, Superintendent of the Univer- 
sity of Virginia Hospital, spoke before the joint 
meeting of The Tri-State Hospital Conference and 
the Virginia Dietetic Association, April 15th-18th, 
on the subject of The Hospital’s Obligation to Its 
House Staff. 


Dean J. C. Flippin spoke before the Ohio Valley 
Medical Society at their meeting in Wheeling, W. 
Va., on April 17th on the subject of Aseptic Men- 


ingitis. 


Dr. Dudley C. Smith attended the Annual Con- 
ference of Federal and State Health Officers in 
Washington on April 13th. He read a paper on 
The Epidemiology of Syphilis as part of a sympo- 
sium on various phases of the Public Health aspects 
of syphilis. 


At the meeting of the University of Virginia 
Medical Society on April 27th, Dr. Fred M. Hodges, 
of Richmond, Va., spoke on the subject of X-ray 
Therapy of Skin Infections. 


Dr. William B. Sharp, Professor of Bacteriology 
and Preventive Medicine in the Medical School of 
the University of Texas, was a visitor here on 


April 24th. 


At the meeting of the University of Virginia Medi- 
cal Society on May 7th, Dr. Albert M. Snell, of the 
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Mayo Clinic, spoke on the subject of Patholog 
Physiology of Common Duct Stone. 

Commencement Exercises for the Graduatin 
Class of the University of Virginia Hospital Scho 
of Nursing were held on the afternoon of May 7t! 
Twenty-six nurses from the University Hospita 
ten transfers from the Sheltering Arms Hospital i 
Richmond, four one-year affiliates from Catawb 
Sanatorium and four from Blue Ridge Sanatorium 
received their diplomas. The address to the clas 
was made by Mrs. A. D. Fraser, former President 
of the Charlottesville Branch of the American As 
sociation of University Women. 


At the annual initiation meeting of the Society of 
Sigma Xi on April 30th, Dr. Carl Caskey Speidel 
was awarded the President and Visitors’ Prize oi 
$100 for his paper Studies on Living Nerves. III. 
Phenomena of Nerve Irritation and Recovery, De- 
generation and Repair. 


The following members of the Medical Faculty 
attended the annual meeting of the Virginia Aca- 
demy of Science at Lexington from May Ist to 2nd 
and participated in the program of the Medical 
Section: J. E. Kindred, C. C. Speidel, S. W. Brit- 
ton, H. Silvette, W. M. Moir, Alfred Chanutin, 
M. Ehrenstein, Kenneth Maxcy, H. E. Jordan, E. 
L. Corey and A. E. Casey. 


Dr. Alfred Chanutin, Professor of Biochemistry, 
received the annual Virginia Academy of Science 
Research Prize with the value of $50 and the Jei- 
ferson Gold Medal for his paper on The Effect of 
Whole Dried Meat Diets on Renal Insufficiency 
Produced by Partial Nephrectomy. 


The seventeenth Postgraduate Clinic of the Uni- 
versity of Virginia Hospital was held on Friday, 
May 8th, with the attendance of sixty-one physi- 
cians. A Neurological Clinic was conducted by 
Dr. D. C. Wilson, a Dermatological Clinic by Dr. 
D. C. Smtih, an Oto-Laryngological Clinic by Dr. 
F. D. Woodward, an Orthopedic Clinic by Dr. Rob- 
ert V. Funsten, and a Surgical Clinic by Dr. C. B. 
Morton. 

News from Duke University School of 

Medicine. 

On April 23rd, Dr. William J. Dieckmann, As- 
sociate Professor of Obstetrics, University of Chi- 
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vo, lectured to the staff and students on Blood 


ume Changes in Eclampsia. 


On May 7th and 8th, Dr. William P. Murphy, 

\ssociate in Medicine, Harvard Medical School, 
ctured on Granulocytopenia and Deficiencies and 
heir Control in Anemia, respectively. 


On May 8th, The North Carolina Dietetic As- 
ciation held its third annual meeting at Duke Hos- 
ital, attended by approximately ninety dietitians. 
The following seniors were elected recently to 
Elijah 





\lpha Omega Alpha Honorary Fraternity: 
Menefee and Charles P. Stevick. 


Virginia Tuberculosis Association. 

Dr. Iago Galdston, director of the Medical In- 
ormation Bureau of the New York Academy of 
Medicine, was the guest speaker before the Virginia 
Tuberculosis Association at its annual meeting in 
Richmond, March 26th. 
Roy K. Flannagan, Richmond, was re-elected sec- 
retary and Miss Leslie C. Foster, also of Richmond, 
executive The 
elected to the board of directors: Dr. J. L. Rawls, 
Suffolk; Dr. A. Warren Rucker, Fieldale; Dr. T. E. 
Patteson, Ransons; Dr. F. D. Wilson, Norfolk; and 
Dr. E. E. Watson, Salem. 


Dr. F. T. Hauser, 

Medical College of Virginia, re- 
cently at War Station Hospital, Fort Monroe, Va., 
has just located at Purcellville, Va., for general 


At the business session, Dr. 


secretary. following doctors were 


Class of 733, 


practice. 


Dr. T. Dewey Davis, 
Richmond, Va., that he will 


tinue practice in the same offices with the complete 


announced con- 
equipment and all of the case records used by him- 
self and Dr. Douglas VanderHoof in their associa- 
tion for the past fourteen years. 

Dr. 
from practice on July Ist. 


VanderHoof has announced his retirement 


Dr. Beverly L. Holladay, 
Class of °35, University of 

July 1st locate at Suffolk, Va., where he will be 

He is completing an 


Virginia, will on 
engaged in general practice. 
internship at St. Vincent’s Hospital in Norfolk, Va. 


Dr. Howard R. Masters, 
Richmond, Va., attended the American Psychia- 
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tric Association which met in St. Louis in May 
and presented a paper at this time. On his return 
home, he stopped for a time in Chicago for ob- 


servation of work in his specialty. 


Dr. J. A. B. Lowry, 

Crewe, Va., was the guest speaker at the meeting 
of the Crewe Better Service Club on May 21st. 
Dr. John P. Lynch, Jr., 

Class of ’35, Medical College of Virginia, who 
has been interning at the State of Wisconsin Gen- 
eral Hospital, Madison, Wis., will return to Rich- 
mond in June to take a second year’s internship in 
the medical department of Memorial Hospital un- 
der Dr. W. B. Porter. 


Assistant to Dr. B. B. Bagby. 

Dr. A. L. Carson, Jr., of Fairfax, Va., has been 
appointed assistant to Dr. B. B. 
Bureau of Child Health of the State Department 
of Health, effective June 1st. 
health officer of Fairfax County for the past five 


Bagby in the 
Dr. Carson has been 


years and in addition has done special work in ob- 
stetrics which will enable him to be of service in 


the expanded program of Dr. Bagby’s department. 


Dr. Charles A. Young, 

Roanoke, Va., who sailed on April 15th for a 
two months’ postgraduate course in ophthalmology 
at Oxford University, England, found the work 
there did not suit his needs so arranged to take up 
postgraduate work in London, Vienna and Buda- 
pest. He expects to resume his practice in Roanoke 
on July Ist. 


Dr. H. Hudnall Ware, Jr., 

Richmond, Va., by invitation, presented a paper 
on “Full Term Extrauterine Pregnancy” in the 
Section of Obstetrics and Gynecology of the Medi- 
cal Society of the State of New York in New York 
City, the end of April. 


Leslie Dana Medal Awarded Dr. Wheeler. 
Dr. John M. Wheeler, professor of ophthalmology 
in the Medical School of Columbia University and 
director of the Eye Institute at the Columbia-Pres- 
byterian Medical Center in New York, was presented 
with the Leslie Dana Gold Medal for “outstanding 
achievements in the prevention of blindness and the 
conservation of vision” at a dinner in his honor in 
New York on May 10th. 
award by the National Society for the Prevention 


He was selected for the 
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of Blindness in cooperation with the St. Louis So- 
ciety for the Blind which offers this highly prized 
mark of recognition annually. 

Dr. Wheeler is a former president of the Ameri- 
can Academy of Ophthalmology and Otolaryngology. 
His most publicized operation was performed in 
1931 when he removed a cataract from the left eye 
of the King of Siam. 


Dr. W. S. Cox, 


Formerly of Shacklefords, Va., is now located in 
West Point, Va., where he has taken up the practice 
of the late Dr. W. E. Croxton. 


Annual Report of the State Department of 
Health of Virginia. 


The twenty-seventh annual report of the State De- 
partment of Health, for the year ending June 30, 
1935, has recently been issued. “The work of the 
Department in the control and prevention of dis- 
ease as carried on in previous years has been con- 
tinued and an expansion of service has been made 
possible through the aid of Federal funds.” 
health 
twenty-three new: counties, and a fully-equipped 
branch office has been established at Abingdon, so 
that health service can be rendered more adequately 
to Southwest Virginia. 


Organized local service now includes 


Typhoid and diphtheria morbidity were the low- 
est in the history of the Department, but there was 
a definite increase in the number of measles and 
The 
municable diseases did not vary greatly from other 


Dabney’s grippe. incidence of other com- 


years. ‘There was a slight increase in birth rate 
due entirely to an increase in the white birth rate. 
The number of marriages in 1934 was the largest 
on record. 

The report shows a definite need for an increased 
number of free beds at the tuberculosis sanatoria 
in order to meet the demands caused by the cases 
with advanced tuberculosis making application for 
treatment. 


Statistics in detail are given in the report. 


Dr. Arthur M. Shipley, 


Baltimore, Md., was elected president of the 
Medical and Chirurgical Faculty of Maryland, at 
its annual meeting in Baltimore, the last of April. 


[ Jur 


The West Virginia State Medical Associ: 

tion 

Is holding its annual meeting at Fairmont, Ju: 
8th, 9th and 10th, under the presidency of Dr. 
Charles G. Morgan, of Moundsville. The program 
is interesting and a good attendance is expected. 
feature of this meeting will be the dedication of tl 
Founders’ monument at Rivesville, six miles nort), 
of Fairmont. This was erected by the West Virgini 
State Medical Association and its site was selecte: 
because it was the home of Dr. James E. Reeves, 
first secretary and prime mover in the organization 
of this Association at Fairmont in April, 1867. 


Assistant Surgeons, U. S. Public Health 

Service. 

The following graduates from Virginia medica! 
schools have been commissioned as Assistant Sur 
geons in the Regular Corps of the U. S. Public 
Health Service, to rank as such from date of oath: 

Dr. Robert F. Martin, class of ’32, University of 
Virginia. 

Dr. John B. Hozier, class of ’33, University of 
Virginia. 

Dr. Hugh L. C. Wilkerson, class of ’33, Medical 
College of Virginia. 

Delegates to Democratic Convention. 

The names of Dr. R. E. Booker, Lottsburg, and 
Dr. R. T. Hawks, Carson, have been noted among 
the delegates to the Democratic Convention to be 
held in Norfolk on June 16th. 


Dr. William T. Pyles, 

Class of °35, Medical College of Virginia, has 
located at Franklin, Va., where he is engaged in 
general practice. He has just completed an intern- 
ship at the Lewis-Gale Hospital, Roanoke, Va. 


Dr. Grey C. Hughes, 

An alumnus of the Medical College of Virginia, 
recently completed a two-year service at the Chil- 
dren’s Hospital, Boston, Mass., and has located at 
the Shackelford Hospital, Martinsville, Va., where 
he will limit his practice to diseases of children. 


Dr. Frederick Pilcher, Jr., 

Of the class of ’29, University of Virginia, who 
for the past three years has been a fellow at the 
Mayo Clinic, Rochester, Minn., has recently been 
appointed first assistant to Dr. Hugh Cabot, one 
of the senior consulting surgeons at the Clinic. Dr. 
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Pi. her is a native of Petersburg, Va., and spent 
so!.e time at. both the University of Virginia Hos- 
pit] and in Richmond. 


D:. William R. Pretlow, 

‘lass of 34, Medical College of Virginia, re- 
ceutly at The Plains, Va., is now located in War- 
renton, Va. 


The Petersburg Hospital Staff 

Held its regular meeting on April 9th, with Dr. 
Thomas Wheeldon and his assistants, Drs. Frank 
Hedges, Jr., and Robert Mazet, Jr., of Richmond, 
conducting the program on orthopedics, presenting 


cases, motion pictures and Leica films. 


Virginia Academy of Science. 

At the annual meeting of the Academy, held in 
Lexington, in May, Dr. H. E. Jordan, University, 
succeeded to the presidency and Dr. D. M. Allen, 
Dr. 
Richmond, is secretary-treasurer. 
will be held at the University of 


Hampden-Sydney, was named president-elect. 
E. C. L. Miller, 
The next meeting 
Virginia in 1937. 


Dr. Dudley C. Smith, 

Of the University of Virginia Medical School, 
has been elected president of the Charlottesville 
Rotary Club. 


Additions to State Hospitals. 

Work has been begun at Petersburg, preparatory 
to the construction of a new building at the Cen- 
tral State Hospital, to house 780 patients. The hos- 
pital is overcrowded and the new building will sup- 
ply a long-needed want. 

Bids have been asked for two new buildings at 
the Epileptic Colony. The tuberculosis ward will 
be built first and the hospital addition and admin- 


istration building later. 


Dr. and Mrs. W. L. Harris, 
Of Norfolk, Va., will spend the summer at Vir- 
ginia Beach, Va. 


Dr. F. H. Smith, 

Abingdon, Va., is representing the Medical Col- 
lege of Virginia at the ceremonies marking the in- 
auguration of President Johnston at Kings College, 
Bristol, Va., on June 2nd. 
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Dr. Beverley R. Tucker, 

Richmond, Va., in May delivered the commence- 
ment address before the graduating classes of both 
the Roanoke Rapids, N. C., Hospital and the Park 
View Hospital at Rocky Mount, N. C. 


For Sale— 

Physician’s office equipment and instruments, in- 
cluding diatherm, Quartz mercury lamp, and infra- 
red ray treatment lamp. In first-class condition. 
Address “Office Equipment,” care VircrinrA MeEp- 
IcAL MONTHLY, 1200 E. Clay St., Richmond, Va.— 


(Adv. ) 
Doctor Wanted. 

We are advised that there is an opening for a 
physician at Bentonville, Va. For information about 
this place, write to Mrs. Ada R. Fristoe, postmis- 


(Adv.) 


tress at Bentonville. 


Office Available. 

Office for twenty-two years and much of the prac- 
tice of the late Dr. F. H. Beadles are available for 
a dermatologist or any practitioner. For informa- 
tion, apply to 113 East Grace Street, or phone 


(Adv.) 


Ideal Vacation and Rest Home for Women, 
In the Blue Ridge Mountains, at the northern 


3-2566, Richmond, Va. 


gateway to the Shenandoah National Park. Es- 
pecially suited to the nervous or underweight. Con- 


ducted by a graduate nurse and special attention 


given to diet of convalescents or people in a run- 


down condition. Reasonable prices. For further 
information, write Johnson’s Woman’s Nursing 
Home, Front Royal, Va. — ( Adv.) 

Wanted 


By thirty-bed hospital, attractively located in 
Southwest Virginia, young, industrious, sober, in- 
telligent and well-recommended physician to act as 
house officer. One having served a year’s rotating 
Position pays room, board, 
Write “Hospital,” 
care VIRGINIA MEDICAL MONTHLY, 1200 East Clay 
Street, Richmond, Va.—(Adv.) 


internship preferred. 
laundry and $75.00 monthly. 


Position Wanted. 

Graduate Medical College of Virginia, complet- 
ing year’s internship at Memorial Hospital, Rich- 
mond, desires substitute work for next twelve months. 
Write X.Y.Z., care VirGINIA Mepicat MontHiy.— 
(Adv.) 
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Obituary Record 


Dr. William Edwards Croxton, 

Prominent physician of West Point, Va., died of 
pneumonia on May 9th. He was fifty-four years 
of age and a graduate of the Medical College of 
Virginia in 1904. Dr. Croxton began the practice 
of medicine in King William County in 1906 and 
for the past twelve years has been located at West 
Point. He was immediate past president of the 
West Point Kiwanis Club, vice-president of the 
Citizens and Farmers Bank, and served as chair- 
man of the school board. Dr. Croxton was one of 
the founders of the Mid-Tidewater Medical Society 
and had been a member of the Medical Society of 
Virginia for thirty-two years. He was a Mason 
and member of several other organizations. His wife 
and five daughters survive him. 


Dr. Newton Eugene McDannald, 

News Ferry, Va., died May 4th, after having 
He was born 
in Bath County, Va., in 1861, and graduated from 
the former University College of Medicine, Rich- 
mond, in 1900. 
Halifax County since his graduation, at which time 


been in ill health for several years. 


Dr. McDannald had practiced in 


he also joined the Medical Society of Virginia. His 
wife and several brothers and sisters survive him. 


Resolutions on Death of Dr. 
Leigh, Sr. 


The officers and members of the Medical Staff jointly 
with the officers and members of the Governing Board 
of Directors of the Norfolk (Va.) Memorial Hospital 
(formerly Mt. Sinai Hospital) record with deep sorrow 
the passing of Dr. Southgate Leigh, Sr., on March 6, 
1936. 


Southgate 


During the organization of this hospital, Dr. Leigh 
was a member of the organizing group. His keen under- 
standing of human needs and his wide experience and 
knowledge of proper hospitalization well qualified him 
to be the sympathetic leader of the movement. It is 
largely due to his efforts that this institution was founded. 
It was his wise guidance that helped the hospital to 
survive the hardships and its early struggles for exist- 
unselfish effort in behalf of 


this institution was the incentive that won for it many 


ence. His untiring and 
supporters. 

He was the first President of the Medical Staff and an 
active member of the Governing Board in which capaci- 
His 
innate love of humanity regardless of race or creed, his 


ties he served faithfully for a number of years. 
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kindliness and ever ready willingness to help thos: ip 
need, made of him a highly respected and beloved « so- 
ciate whose death is deeply mourned. 

THEREFORE BE IT RESOLVED that in the passing of Dr. 
Southgate Leigh, Sr., our hospital has lost a staw ich 
and valued friend, our community a civic leader of 
stearling worth and the medical profession a man of 
outstanding ability and of highest ethical integrity. \Ve 
move that a copy of these resolutions be embodied in 
the minutes of the Medical Staff and Governing Boar 
of the Directors of the Norfolk Memorial Hospital «nd 
a copy hereof be sent to the bereaved family with the 
expressions of our heartfelt sympathy. 


= 
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Lewis Beruin, M. D., Chairman. 

M. H. Topp, M. D. 

P. E. THORNHILL, M. D. 

MEYER Koren, Esa., President of 
Hos pita 


Dr. Thomas R. Marshall, 

Major, U. S. Army, retired, died at his home in 
Gloucester County, Va., on February 22nd, death 
being due to a heart ailment. He graduated in medi- 
cine from the College of Physicians and Surgeons 
1893 the 
Spanish-American and World Wars, entered the 
medical corps of the Army as a major in 1920. He 
was retired in 1930 for disability in the line ot 
duty. 


of Baltimore in and, after service in 


Dr. Callie P. Capps 

Died at his home in Meherrin, Va., May 14th, 
following a heart attack. He was sixty-eight years 
of age and graduated from the former University 
College of Medicine, Richmond, in 1895. Dr, Capps 
had practiced his profession in Meherrin for forty 
one years and was formerly a member of the Medi- 
cal Society of Virginia. ‘Two sons survive him. 


Dr. Charles Purnell Smith, 

For many years active in the civic life of Martins- 
ville, Va., died at his home there on January 17th, 
death being due to cancer. He was seventy-four 
years of age and a graduate of the Medical College 


of Virginia in 1876. 


Dr. Percy Augustus Perkins, 

An alumnus of the University of Virginia, De- 
partment of Medicine, in the class of ’08, died at 
his home in Memphis, Tenn., on February 20th, of 
lobar pneumonia. He was a fellow of the Ameri- 
can College of Surgeons and on the staff of the 
Methodist Hospital of Memphis. 





